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QUEEN ELIZABETH’S OVERSEAS NURSING SERVICE 


Staff are required for Hospitals in the Overseas Territories. Appointments may be either on probation for the pensionable service or op 

agreement when superannuation can be continued. Passages paid on appointment and for leave. Accommodation provided with ren 

deduction from salary, messing costs usually paid by the Nurse. Tours mean period spent in the Territory before home leave. local leay 

usually granted. " bopttenions for information should be made to the OVERSEAS NURSING ASSOCIATION, 1 Sanctuary Building, 
Great Smith Street, Westminster, London, S W 1. 


SISTER TUTORS 


Qualified Sister Tutors (female) are required. Teaching in English, though it would be an advantage to learn the local language where applicable 


MAURITIUS NIGERIA HONG KONG 
(Male or Female) Eastern Region Salary £1,080 x £3710s.— 
Salary £675 x £27 and £36— Salary £1,078—£1,497 p.a. £1,260 p.a. 
£855 Contract 3 years. Contract 2 tours of 
18—24 months. 
NIGERIA 
SARAWAK TANGANYIKA 
ale or Female 
Salary £1,365 x £21—£1,512 Salary £945 x £30, etc. Sele - £987-£1 €07 p.a. 
p.a. —£1,257 p.a. Contract 2 tours of 18—24 
Tour 3 years. Tour 30—36 months. months. 


MIDWIFE TEACHERS 
NIGERIA. Northern Region. Terms as for Sister Tutors. 
SINGAPORE. Salary £974 x £35 — £1,288 p.a. Contract 3 years 


NURSING SISTERS 
S.R.N., S.C.M., at least one year post certificate experience required, excluding the period of midwifery training, 


1A (N R GAMBIA 
NIGERIA (Northern Region) Salary £750 x £24 ete.— FALKLAND ISLANDS 
Salary £807—£1,191 p.a. £1.116 Salary £500 x £20—£600 p.a. 
Tour 18—24 months. Tour 18-24 months. Tour 3 years. 
TANGANYIKA 
BAHAMAS Salary £846 x £33 and £36 SOMALILAND 
Salary £760 x £70—£1,390 p.a. —£1,173 p.a. Salary £813—£1,173 p.a. 


Contract 3 years. Tour 30—36 months. Contract 2 tours of 15 months. 
ST. HELENA. Salary £500 x £15—£575 p.a. Tour 3 years. 


HEALTH VISITORS 
NIGERIA (Northern Region). S.C.M. Salary £867—£1,250 p.a. Contract 18—20 months. 
ST. HELENA. Salary £550 x £20—£590 p.a. Tour 3 years. 
BRUNEI (BTA). Salary £1,211 x £21 — £1,400 p.a. Contract 3 years. 


MENTAL HOSPITALS 


S.R.N., R.M.N. 
NURSING SISTERS 


(FEMALE) 
TANGANYIKA & UGANDA 


Salary £879 x £33, etc.—£1,257 p.a. 
Tour 30—36 months. 
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NURSING TIMES 


ABSTRACT PAINTINGS in the children’s ward of St. 
James's Hospital, Balham, S.W.12, have had a great success 
with the children. (See ‘ Murals for Children’ on the next page.) 
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Sterilization 
Little hope can be seen of reducing the incidence of 
hospital infection unless aseptic principles are not only 
recognized but properly applied.* 
Since the Nuffield Trust produced its report on Present 
Sterilizing Practice in Six Hospitals, attention has been 
focused on hospital sepsis, not only in medical and nursing 
journals, but in the lay press throughout the civilized world. 

It is to the credit of nurses in Britain that they have never 
been entirely converted to the belief that the cover provided 
by an antibiotic umbrella is an alternative to strict aseptic 
precautions. Now that various pathogenic bacteria are 
developing a resistance to antibiotics there is a gradual 
return throughout the world to the principles of asepsis, 
which, in the fall from Listerian grace, have sometimes been 
overlooked. 

In devoting most of this issue of the Nursing Times to 
sterilization procedures we are making an attempt to clarify 
some of the principles involved. We fully realize that in doing 
this we may be subjecting some of our readers to a tedium. 
But tedium, apathy or boredom with fundamental principles 
can be responsible for patients losing their lives if it means a 
lowering of standards. Post-operative sepsis has become 
common enough in hospital for it to go unremarked by too 
many nurses and doctors; but it has reached proportions too 
high for it to be ignored by any single one of us. 

The chain of people and things resulting in an aseptic 
technique is only as strong as its weakest link. The weak 
link may be the faulty sterilizer that cannot be replaced 
because there is insufficient money; it may be the autoclave 
attendant who has never been taught his job properly; it may 
be the nurse who copies the doctor who is tempted to take a 
surgical ‘peep’; it may be the ward sister who has too much to 
do to supervise the surgical dressings; it may be the surgeon 
who refuses to change his shoes. The management committee 
may not allocate enough money to keep the wards clean or it 
may be the tutor who does not impress strongly enough 
upon the students the importance of underlying principles. 
Any one of us can be the weakest link only too easily. 

The condition of asepsis is eternal vigilance on the part of 
everyone. Antibiotics are no longer enough to prevent 
infection. 

Ti Present Sterilizing Practice in Six Hospitals’ (Nuffield 
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News and Comment 


International Nursing Visits 


THERE WERE TWICE AS MANY nurse visitors to the 
USA in 1959 as there were in 1958. The American 
Nurses’ Association has therefore asked the National 
Council of Nurses of Great Britain and Northern 
Ireland to cease observation programmes until the 
ANA has studied the situation further. Denmark has 
asked the National Council to arrange no visits between 
June 24 and August 10, and Finland has requested no 
visitors during July and August. Perhaps people who 
are thinking of going overseas to look at nursing might 
consider widening their views of nursing in this country 
by visiting some of our own experimental centres. 


Northern Area Organizer 


IT WAS WITH GREAT RE- 
GRET that the Council of the 
College, at their January 
meeting, received a letter 
from Miss L. Montgomery 
announcing her impending 
resignation from her post as 
northern area organizer. 
Monty will be sadly missed 
by members throughout the 
north of England as well as 
at headquarters in London. 
Everyone will join in wishing 
her a happy and joyous re- 
tirement among her many 
friends. Miss Montgomery 
has agreed to stay in post for 
several more months while 
her successor is sought. (See 
supplement i.) 


Murals for Children 


_ A SUCCESSFUL EXPERIMENT has been made in the 


children’s ward at St. James’s Hospital, Balham, S.W.12. 
At a doctor’s suggestion, a group of students at the 
Royal College of Art produced a dozen large abstract 
paintings on panels, now hanging above the children’s 
beds. The children enjoy finding meanings for them, 
meanings sometimes not evident to the staff, but some- 
times, strangely enough, approximately what the artist 
intended to convey. “A duck swimming under a 
tunnel’’, says a small boy with confidence—and after 
a moment one can see that he is probably right. 
Another more explosive-looking abstract has been 
variously diagnosed by the children as “‘a car smash”’, 
“‘a sputnik going to the moon”’, or “a bomb exploding”’. 
Although pleasing in design and composition these 
abstracts employ more sophisticated and subtle colour 
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tones than the crude bright colours usually used jp 
nursery murals; and this seems quite acceptable to the 
children. An advantage is, of course, that abstracts are 
not limited in appeal to any one age group, as in the 
case of nursery rhymes and fairy tales. Needless to say 
the art students thoroughly enjoyed the assi 
and the ward staff, though a little dubious at first, ngw 
declare that the murals ‘grow on one’ and that the mom 
they look at them the more they see in them. ; 


Care of the Dying 


Our series of articles on Care of the Dying has naw 
been reprinted in booklet form. We feel Dr. Saundeg 
articles are a very real contribution to the meage 
literature on the subject. The booklet is pocket-siggj 
and has a semi-stiff cover in the familiar blue and white 
colours of our cover. Price 2s. (or 2s. 2d. post free) it 
can be obtained from the Manager, Nursing Times, S& 
Martin’s Street, London, W.C.2. 


WHO Fellowship Awards 


MIss MARGARET STEW- 
ART, secretary to the 
Scottish Board, RCN, 
has just been awarded a 
WHO travelling fellow- 


ship to visit the USA and | 
Canada to study “pro wd | 
fessional nursing organ- wT 
izations and the relation- ] 
ship to the statutory or- 
ganizations and govern- 
ment departments’’. 
Miss Stewart hopes to whi 
leave this country on se | 
September 1. Miss Mona FS¢ 


Grey has also been a- I 
warded a WHO fellow- |. 
ship for Scandinavia. 
Although Miss Grey is with the Ministry of Health of 
Northern Ireland, it was as secretary to the Northern the 
Ireland Committee, RCN, that she gained the award. 


Nursing Research Council 


AT ITS JANUARY MEETING the College Council agreed me 
to implement a decision made five years ago to set up 


a Nursing Research Council. The College already has ng 
an informal group of nursing research workers meeting 
monthly to exchange news and ideas; the Nursing Re- | ¥" 
search Council will help to put things on a more formal | PF 
basis, provide an advisory committee of experts and (no 
plan projects in order of priority. (See College Council of, 


Meeting, page 141.) 
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Two new inventions on show last week at the Exhibition 

of Scientific Instruments and Apparatus were (below) 

the foetal pulse-rate monitor, developed by the Medical 

Physics Unit, University of Edinburgh, and the South 

jonal Hospital Board, Scotland. It is easy to 

and will shortly be available for wider hospital 

use. The apparatus for storage of human bone marrow 

(right) has been developed by the Department of Haemo- 
tology and Physics, Westminster Hospital. 


Students meet Public Health Section 


STUDENT HEALTH VisiTors and student district nurses 
from training centres in the Greater London area were 
entertained by the Public Health Section of the Royal 
College of Nursing at a sherry party in the Cowdray 
Hall last week. The atmosphere was informal and stu- 
dents were able to meet and chat with Section officers 
and members of the College, and Ministry of Health, 
ICN and NCN officials. 


YOUR SUPERANNUATION — if you leave the service of a local authority 


A PAMPHLET ON SUPERANNUATION has been published* 
to help nurses, midwives and medical auxiliaries who 
are leaving the service of a local authority. 

The alternatives, in general terms, are as follows. 

If you are going to work for another local authority, a trans- 
fer value may be payable by the administering authori- 
ty and your superannuation rights transferred. If there 
is an interval between the two employments during 
which you have participated in the Federated Super- 
— Scheme for Nurses, you should refer to the 

If you transfer to the National Health Service, similar pro- 
visions apply if you make application to your new 
employer within three months of starting. 

FSSN members transferring to another local authority or to 
the NHS may apply to continue in the FSSN, from 
whom a form of application is available. In certain 
cases continuation is at the discretion of the local 
authority. 

If you transfer to certain other employments, such as the 
dectricity or gas boards, you may be able to transfer your 
nights if you apply in good time. 

If you transfer to other employment, you can, providing 
you become a member of the FSSN, apply to your 
present employing authority to pay to the FSSN a sum, 
(normally equal to the transfer value you might other- 

*Issued by the Federated Superannuation Scheme for Nurses and Hospital 
Officers, Rosehill, Park Road, Banstead, Surrey. 


wise have been entitled to) to provide an annuity on 
retirement, or death benefit if you die prematurely. The 
local authority has discretion to make this payment, 
and you must fulfil two conditions: you must start or 
resume FSSN contributions within 12 months of giving 
up your local authority job; and your application must 
be lodged within three months of starting or resuming 
contributions. 

If you re-enter local government service within five years of 
leaving it you may be able to apply for the sum paid 
by the local authority to the FSSN to be paid over to 
your new local authority, in which case your past 
service again becomes reckonable under local govern- 
ment superannuation. Alternatively you can leave the 
payment with the FSSN, and you may also apply to 
your new employer to make contributions to the FSSN 
on your behalf. 

Finally, you should notify your new employer im- 
mediately of your previous employment and give him 
all previous notifications of service issued to you. 

The leaflet ‘Superannuation: for the information of 
nurses, midwives and medical ancillaries leaving the 
service of a local authority’ is published by the FSSN 
who will provide information on all the alternatives, 
without charge to members and non-members alike. 

(College members in any doubt about their super- 
annuation are reminded that there is a superannuation 
expert at headquarters.) 
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Principles of Sterilization by Steam 


under Pressure 


K. E. HUGHES, M.R.C.S., L.R.C.P., Central Pathological Laboratory, Portsmouth 


by moist heat it is necessary to consider something 

of the structure of micro-organisms. In this context 
bacteria can be divided into two groups: vegetative 
organisms such as staphylococci—without spores—and 
spore bearers, like Cl. tetani. The former are relatively 
easy to destroy by heat, but the latter are much more 
resistant. | 

A vegetative organism can be imagined as consisting 
of a tiny envelope containing a colloidal suspension of 
protein in a solution of salts. About 80 per cent. of it is 
water. If this envelope is heated in a moist atmosphere 
to a comparatively low temperature—less than 100°C. 
—the equilibrium of the colloidal suspension is upset, 
the protein coagulated and the organism destroyed. 

In contrast, a spore contains little water and therefore 
a much higher temperature for a longer time is required 
to coagulate the protein and kill it. 

Ten minutes at 80°C, under moist conditions will kill 
vegetative organisms, but spores require temperatures 
of the order of 120°C. for the same length of time. 

A combination of temperature and time is required 
for sterilization. Within limits the lower the tempera- 
ture the longer the time and vice versa. Too high a 
temperature is unsuitable as the material being treated 
would be damaged. | 


I ORDER TO UNDERSTAND the problems of sterilization 


Properties of Steam 


Steam has certain properties which must be clearly 
understood if it is to be employed in a satisfactory 
manner. Lack of this fundamental knowledge is wide- 
spread among those who operate sterilizers and this 
has led to failure of sterilization on many occasions, 
with its attendant dangers. 

Atsea level, under normal atmospheric pressure, water 
boils and steam is produced at a temperature of 100°C. 
At the top of a high mountain, where the pressure is 
less, boiling occurs at a lower temperature, and con- 
versely at the bottom of a deep mine, where the pressure 
is higher, the temperature is raised. 

As it is essential to achieve temperatures in excess of 
100°C. to destroy spores, steam must be generated and 
used under relatively high pressure, as the temperature 
increases proportionately with the pressure. The high- 
pressure steam sterilizer is a convenient means of pro- 
ducing the requisite conditions. 

Steam must be of the proper quality or it will not 
sterilize adequately. It must be at its ‘phase boundary’ 
when it is used. This means that it is just at the point 
where it will condense from vapour to liquid the 
moment it touches anything very slightly colder than 


well understood by nurses. This is a pity, for much of 

the safety of the patients depends upon an intelligent 

understanding and practice of sterilizing. Dr. Hughes’s 

article may help to refresh the memories of those who 
are already trained. 


itself. When it condenses it gives off a large amount of 
energy in the form of heat and consequently raises the 
temperature of the thing it touches. ‘This is probably 
the most important factor in steam sterilization and is 
often misunderstood. 


Mixtures of Steam and Air 


A high-pressure steam sterilizer is essentially a strong 
metal chamber into which steam can be introduced 
under pressure. When it is loaded and the door closed 
it will contain air. If steam is admitted immediately it 
will contain a mixture of steam and air, and at any 
given pressure the temperature of this mixture will be 
much lower than that of pure steam. 

Many old sterilizers are only fitted with a pressure 


gauge and do not have a thermometer, the temperature 


being deduced from the reading of the gauge. If this 
reads 15 lb. it might be thought that the temperature 
is 121°C, but this would only be true if all the air had 
been removed and the chamber contained pure steam. 
If half the air remained the temperature would only be 
112°C, and consequently the time required to sterilize 
would be very much longer than that necessary at 
121°C. If the sterilizing run was timed for 121°C, in- 
stead of for 112°C. destruction of spores would not take 
lace. 

Steam and air do not mix readily and therefore 
temperatures may vary in different parts of the chamber 
at the same moment. Air also prevents penetration of 
the load of dressings by steam, it acts as an insulator 
and stops heat transfer and it takes up space which 
should be filled with steam. 


Penetration of the Load by Steam 


Steam penetrates the load in the following way. 

When steam under pressure and at its phase boun- 
dary strikes a cold object—a piece of dressing—it con- 
denses to water and gives out its latent heat, thus raising 
the temperature of the dressing. As the space occupied 
by water is very much less than that taken up by an 
equivalent weight of steam a local vacuum is created. 
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Further steam rushes in to fill this, again it condenses 
and recreates the vacuum, to be filled again. This 
‘chain reaction’ continues until the dressing and steam 
reach the same temperature. 

There are therefore two essential conditions to be 
fulfilled before adequate sterilization can take place, 
namely, the presence of steam at its phase boundary, 
and the removal of air. 


Removal of Air 


There are two methods of removing air: the use of a 
high-vacuum electric pump, or downward displace- 
ment of the air. Many sterilizers in this country make 
yse of a combination of partial evacuation and down- 
ward displacement. 

The quickest and most efficient way to get rid of the 
air is to employ a high-vacuum electric pump. A satis- 
factory type will produce a vacuum of at least 29} 
inches of mercury in a few minutes and remove almost 
all the air from dressings, even though these have been 
badly packed and the drums incorrectly positioned in 
the chamber. When steam is subsequently admitted it 
will very rapidly reach and heat all parts of the load. 

In the method of downward displacement, steam is 
introduced at the top of the chamber and pushes the 
air before it downwards and out through a vent in the 
bottom. Its disadvantages are that it takes much longer 
and drums must be lightly packed and placed so that 
their vents are at the top and bottom and not at the 
sides. If they are too tightly packed, air will be trapped, 
and if the vents are at the sides a pool of air which 
cannot be displaced will be produced in the bottom of 
the drums. 

In this country the commonest type of sterilizer is 
one combining partial evacuation and downward dis- 
placement. A steam ejector pump is attached to the 
side of the chamber and, depending on its efficiency, 
will remove one-third to two-thirds of the air, providing 
itis not hopelessly trapped in the drums. After drawing 
the best possible vacuum—preferably not less than 20 
inches of mercury—steam is admitted and the required 
pressure built up. 


Removal of Condensate 


When steam is admitted to any type of high-pressure 
sterilizer some of it will condense to water as it impinges 
on the cold surfaces of dressings, drums, etc., thus 
lowering the temperature below that required for 
sterilization. This water must be continuously removed 
by a ‘near-to-steam trap’ placed at the lowest point of 
the chamber. This is a thermostatically controlled valve 
which remains open and allows water and air to drain 
away until the temperature rises to that theoretically 
correct for the pressure applied. It should have a win- 
dow through which the flow can be seen. 

For example, at a pressure of 20 Ib./sq. in. the steam 
temperature should be 126°C. and the trap will remain 
open until that temperature is reached. Only then will 
it close and it will open again should the temperature 
drop. It maintains a constant temperature in the cham- 


121 


ber during a sterilizing run. 

A thermometer should be fitted near the trap. This 
is essential as it is the only means of measuring the 
steam temperature and ascertaining that it is correct 
for the pressure in use. 


Timing the Sterilizing Run 

A correctly timed sterilizing run is one that will 
ensure that all parts of the load are held at a sufficient 
temperature long enough to kill bacteria and their 
spores. The timing only begins when the temperature 
shown by the drain thermometer reaches that theoreti- 
cally correct for the pressure being used. 

The exposure time is made up of: 

(1) The penetration time—during which steam per- 
meates the load and raises all parts to the required 
temperature. In a high-vacuum sterilizer this is almost 
instantaneous; in a downward displacement type, pro- 
vided the drums are correctly packed and properly 
positioned, about 30 minutes are required for complete 
penetration and heating to a temperature of 121°C. 

(2) The holding time—the time taken to destroy 
spores at 121°C. (10 minutes). 

(3) The safety period—this is 50 per cent. of the 
holding time and allows for vagaries in the apparatus 
and packing—at this temperature five minutes. 

With a downward displacement sterilizer the ex- 
posure time at 121°C. is 30 + 10 + 5 minutes, a total 
of 45 minutes. 

With a high-vacuum sterilizer the penetration time 
can be largely ignored and the exposure time cut to 
15-20 minutes at 121°C. 

The commonly used partial-vacuum sterilizer lies 
somewhere between the high-vacuum and downward 
displacement types. The penetration time can only be 
ascertained by trial and error and the hospital patholo- 
gist should be consulted. If this cannot be done, then 
timing should be as for a downward displacement 
sterilizer. 


Design of a High-pressure, High-vacuum Steam 
Sterilizer 


The following description is confined to bare essen- 
tials, and the jacket and cocks are omitted from the 
diagram. 

The sterilizer consists of a chamber which may or 
may not be enclosed by a jacket. The jacket plays no 
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E. Eckardt, Secretary-General, P.O. Box 51, Lin- 
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CHAMBER 


Cc 


part whatever in sterilization, only serving to heat up 
the wall of the chamber and thus reduce condensate. 
If set to work at a higher pressure than the chamber it 
may prove detrimental to sterilization. 

Suppose that the chamber is set to work at 15 lb. 
and the jacket at 30 lb. At 15 lb. the steam temperature 
will be 121°C. and at 30 Ib. 135°C., a difference of 
14°C. As previously stated, steam must be just on the 
point of condensing, that is, 121°C. at 15 lb. The 
additional heat from the jacket will raise the tempera- 
ture of the steam above its phase boundary and it will 
be unable to condense and liberate its latent heat until 
it has cooled to 121°C. This fall may not be possible, 
with the result that dressings will not be raised to the 
temperature required for sterilization. This phenome- 


non is called ‘super-heating’. 


If a jacket is used it must be set to work at the same 
temperature as the chamber. 

The diagram shows the chamber positioned so that 
the vent is at the lowest part. 

A is the vacuum line and consists of a high efficiency 
vacuum pump (1) with a non-return valve (2) between 
it and the chamber. This valve prevents air entering 
the chamber when the pump is not working. 

B is the steam line and includes a steam separator (3) 
and reducing valve (4). The separator removes any 
water there may be in the steam main (5), and so pre- 
vents dressings becoming wet, which would make them 
difficult to sterilize and dry. The valve can be set to 
produce whatever pressure is required in the chamber. 
Steam enters at the top of the chamber. 

C is the chamber drain line and includes the near- 
to-steam trap (6), chamber thermometer (7) and a non- 
return valve (8). The last is to prevent reflux of water 
or air into the chamber when a vacuum is drawn. 
There should be an air break in this line (9) between it 
and the drainage system to prevent contaminated 
matter being drawn into the chamber should the non- 
return valve fail. 

D is the filtered air inlet to the chamber and is 
required for cracking the vacuum at the end of the run. 
Opinion is divided as to the best type of air filter, but 
until more work is completed on the subject a column 
of sterile non-absorbent cotton wool about 12 in. by 4 in. 
in diameter should be packed tightly into the filter tube 
and changed daily for a fresh sterile piece. 

E is the combined vacuum and pressure gauge. 
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Method of Operation 


After loading the chamber and closing the door: 
(1) Draw maximum vacuum—at least 29} in. of mercury, 
(2) Turn off pump. 

(3) Admit steam. : 

(4) Watch pressure gauge and drain thermometer. When ty 
thermometer reads the correct theoretical temperature fy 
the pressure being used and not before (say 121°C. and 15) 
start timing the run. At 121°C., 15-20 minutes, and y 
126°C. 10 minutes, will be sufficient to destroy spores, 

(5) Turn off steam. , 

(6) Start the vacuum pump and reduce pressure to at ley 
26 inches—about five minutes. As soon as this vacuum } 
reached— 

(7) Turn off pump and admit filtered air to crack the vacuum 

(8) When the vacuum has returned to normal atmospher 
pressure open the door and unload. Do not hold the vacuyp 
for any length of time in an attempt to improve drying. Its 
not necessary as the articles will flash dry immediately. 


The operation of partial vacuum equipment i 
similar but of course the holding time is longer to alloy 
for steam to penetrate the load and the drying vacuum 
will not be as great as 26 inches. Even sterilizers whieh 
rely entirely on downward displacement should giv 
reasonably dry dressings providing the steam pass, 
through an efficient separator to remove water befor 
entering the chamber. | 

Efficiently designed downward displacement equip 
ment and partial vacuum sterilizers can give satisfac 
tory results provided they are operated by somebody 
who is thoroughly conversant with the principles ané 
practices involved and the drums are correctly packed. 


Sterilizing Rubber Gloves 


Rubber gloves should be treated in exactly the same 
way as dressings. Cutting down the time and tempere 
ture will only result in an unsterile product. Deteriore 
tion of rubber is largely due to the presence of residual 
air in the chamber. With high vacuum sterilizers this» 
self-curing. With other types where air removal is les 
efficient, rapid deterioration will have to be accepted 
as the price of sterility. 


Testing Sterilizer Efficiency 


The hospital pathologist should be asked to test any 
sterilizer, new or old, at regular intervals to ascertain 
its performance. Particularly is it necessary to find out 
the penetration time in apparatus of unknown efficiency. 

For day-to-day control the use of Browne’s Tubes 
No. 1 (dressings) is recommended. They should & 
buried among fabrics in the centre of a drum and, i 
possible, the drum placed near the chamber drain 
outlet. Until it has been shown that the tube has 
changed colour correctly to green the load should no 
be released for use in the hospital. The same tubes- 
No. 1—should be used for gloves as No. 2 change colout 
at too low a temperature. 


[For further information on high-pressure steam sterilization 
the comprehensive report of the Medical Research Councils 
Working Party, which was printed in The Lancet, February % 
1959, pp. 425-35, should be consulted. I am indebted to Mr. R. 4 
Quaife, F.1.M.L.7., for preparing the diagram of the sterilizer.] 
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LETTERS TO THE EDITOR 


Shortage of Tutors 


We publish below a selection of letters commenting on the views 
expressed in the symposium that appeared in the Nursing Times 
of January 15. For reasons of space all letters have been shortened. 


MapaM.—As a ward sister who is 
hoping to take the sister tutor course, 
| am always interested in articles and 
correspondence on the shortage of 
tutors. From opinions and observations 
over the years I have often wondered 
whether selection of candidates is at 
fault. Surely the first qualification 
should be a real enthusiasm on the 
part of the candidate to teach, then, 
having acquired the experience neces- 
sary to take this course, such a candi- 
date will welcome the opportunity 
of secondment free of financial worries 
for two whole years, to fit herself to 
teach. During this time there should 
surely be opportunities to view the 
profession from the outside, and time 
for reading and thinking which is 
sadly lacking in the ward sister’s life. 

So often one sees candidates put 
forward who have thought they 
‘might like a change’ or who are 
physically unfit for active nursing 
duties. A drifter? One of life’s dis- 
satisfieds? Are these the ideal candi- 
dates to face a two-year course ? 

One reads letters from ward sisters 
who think they might be interested in 
teaching if the work was not entirely 
detached from the wards. With so 
many changes taking place so quickly 
might it not be possible for teachers 
to enter the wards in the near future? 
If correspondents feel so strongly 
about this could they not take the 
risk, qualify, and see what they could 


do to establish a service they feel to 
be so essential ? 
Warp SISTER. 
London. 
* 


Mapam.—I too have been ap- 
proached about undertaking the tu- 
tors course, as a ward sister both in a 
children’s hospital and in a general 
hospital, to enable me to be more 
equipped to teach. 

Teach? Does not a ward sister who 
cares, teach her student nurses in the 
situation, which is at the bedside, 
where a student nurse must learn the 
art of nursing, in preference to prac- 
ising on a model in the classroom ? 

Ideally, in any practical procedure, 


whether bathing a patient or passing 
a catheter, the sister and the student 
nurse together fulfil the needs of the 
patient, which are the primary con- 
cern, and indirectly the student nurse 
is educated by her teacher who has 
acquired more skill, if only by the fact 
that she has been at the bedside 
longer, and because, being in the situa- 
tion, she knows her patient well, and 
the day-to-day requirements. 

In order to increase my depth of 
knowledge, widen my horizon, and 
keep abreast of the student nurses, I 
undertook the Diploma in Nursing. It 
was a mighty struggle to find time and 
energy to study after a busy day as a 
ward sister, but at the same time, one 
remained at the bedside. 

But to teach? Must I disappear 
from the bedside for two whole years, 
and lose contact with practical nurs- 
ing? 

Two of my colleagues, also ward 
sisters, have given years in the teaching 
profession before entering the nursing 
profession, but in order to qualify as 
tutors, they too will be asked to train 
for a further two years, and away 
from the bedside. 

Surely our profession requires more 
co-ordination between theory and 
practice if we want to develop and 
educate student nurses to be adequate 


people at the bedside. 
WARD SISTER. 
Manchester. 
* * * 


Mapam.—It is with interest that 
I have been following the thought- 
stimulating articles and symposium on 
the shortage of sister tutors. I do agree 
that it is time for plain speaking and 
I would suggest that some investiga- 
tion be made into exactly how many 
tutors are required throughout the 
country for theoretical teaching in the 
classroom and clinical instruction at 
the bedside. 

In the USA and Canada there are 
many more tutors and clinical in- 
structors in the nursing schools than 
we have in Britain. Of course, tutors 
across the Atlantic specialize rather 
more than we do, and there are tutors 


who confine their teaching to the 
classroom and those who go out to 
teach in the clinical area. Both groups 
seem to be content with their lot. 

We must be careful, both in the 
written and spoken word, that we do 
not discourage any ward sister who 
is keen and willing to teach and has 
the time to do so. It might be time for 
us to leave the subject of status and 
frustrations and get on with the job. 
In a busy ward, I can see that the 
clinical instructor or the second ward 
sister must undertake the responsi- 
bility for teaching at the bedside but 
no one person can assume the respon- 
sibility for the education and training 
of the student nurse. This responsi- 
bility is, in fact, being undertaken by 
the team of trained staff which in- 
cludes doctors, matron, administra- 
tive staff, tutors, ward and depart- 
mental sisters, etc. May I quote from 
‘What is wrong’ by a Tutor: “Surely 
they must realize that the teaching 
environment is the entire hospital, of 
which the classroom is only a small 
part!” 

Every tutor, I am sure, will agree 
that she has gained so much from the 
course that she feels she would have 
been a better ward sister with this 
further experience. | would hope we 
want our newly qualified ward sisters 
to be better prepared to undertake 
their responsibilities and it follows 
that the sister tutor must be prepared 
for the responsibilities which will be 
hers. Is it not better to have more 
tutors who have had a shorter and 
less academic course, than continue 
with the addition to the ranks of the 
numbers of untrained tutors? It 
might be valuable to stress in any 
post-certificate course, that the teach- 
ing environment is the entire hospital 
of which the classroom is only a small 


part. 


Scotland. 


MATRON. 


* * * 


Mapam.—As a principal tutor with 
12 years’ experience of teaching, I 
should like to give my views on the 
present apparent shortage of tutors. 
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I believe, as so often happens in 
this country, that we are closing the 
stable door after the horse has bolted. 
Let us be quite frank and realize that 
tutoring is, and always has been, a 
dead-end job. 

The nursing world never recognized 
the worth of tutors until they were not 
there any more, and the reason, in 
my opinion, why they are not there is 
that the profession, by and large, know 
that we are not heads of training 
schools; we are working under ‘head- 
masters’ who, in most instances, have 
not the slightest knowledge of teach- 
ing but, as heads of training schools, 
are getting several hundred pounds 
more salary than the tutors. Therefore, 
why bother to endure financial and 
nervous hardship by going to college 
for two years? 

As for being, in teaching, isolated 
from the patient, well, this is no longer 
true, particularly in our mental hos- 
pitals, under the experimental sylla- 
bus—but still candidates do not come 
forward. 

So let us face facts: as in the serving 
of meals, ‘attractiveness’ is surely the 
keynote here. 

PRINCIPAL MALE TuTorR. 
East Anglia. 


* * * 


Mapam.—lI read with interest, but 
very little enlightenment, your con- 
tributors’ views on the shortage of 
tutors, in your issue of January 5, 
1960. Their head-in-the-sand attitude 
or mistaken sense of loyalty appals me. 

Let us be honest and face things 
squarely. The tutor who continues as 
a teacher can never attain the degree 
of autonomy, the status or salary that 
is to be obtained by nursing adminis- 
trators. She must always remain under 
the direction of, and accept an inferior 
status to, and lowersalary than, the non- 
teacher who is designated the ‘head 
of the nurse training school’: 

Matrons’ dual responsibilities for 
staffing the wards and for recruiting 
and training student nurses are often 
in conflict and it is reprehensible that 
any authority should burden one indi- 
vidual with obligations that are so 
often incompatible, resulting in stu- 
dent training taking second place to 
the needs of the patients. Where this 
decision has to be made it is right and 
proper that the patient is put first but 
the point is that the dilemma need 
not arise if the matron were responsible 
only for providing an efficient nursing 
service and the ‘head of the nurse 
training school’ were responsible for 
recruiting and training student nurses. 


Tutors often feel angry and frustrated 
when the ‘head of the nurse training 
school’ is forced to a decision that 
affects deleteriously the training of 
student nurses and they are very 
conscious of the obligation incurred 
when a student is accepted for training. 

It is nonsense to suggest that nurse 
teaching is not satisfying and that 
tutors necessarily need to lose contact 
with patients. It might be pertinent 
to ask here if matrons ever give up 
their posts to become ward sisters 
again because they miss the intimate 
contact with patients. In taking up 
teaching tutors realize that they will 
not have hour-to-hour contact with 
patients but this need for human con- 
tact and for giving to others is replaced 
in a most satisfying manner by the 
newly acquired relationships they 
develop with student nurses. The 
needs of the student are as important 
to the tutor as are the needs of the 
patient to the ward sister and until 
the tutor is able to fulfil those needs 
so long will she find her work unsatis- 
fying. The cry ‘the patient must come 
first’ is often an excuse to cover poor 
administration and the lack of ability 
to foster a happy working atmosphere 
that would attract suitable staff and 
in sufficient numbers so that the stu- 
dent could be given her proper place 
as a student. 

The responsibilities for staffing hos- 
pitals and student nurse training need 
to be vested in independent but inter- 
related authorities. Independent nurse 
training schools with tutors as their 
heads should be established. This 
would relieve matrons of their often 
conflicting obligations, open up an 
avenue of promotion for the tutor and 
ensure a course of student nurse train- 
ing that meets the needs of the students 
and is satisfying to the teachers. This 
would, I am sure, halt the drift of 
tutors away from teaching and attract 
others. 


Lancashire. 


PrincipAL MALE TuTor. 


* * 


MapamM.—The symposium _inter- 
ested me enormously. I have been 
teaching in nursing schools for 20 
years and have loved every minute of 
it. 

The shortage of tutors is, I think, 
due to the fact that most people who 
take up nursing want to nurse. Very 
few feel the urge to teach, and to be a 
good teacher one must want to teach 
more than anything else in the world. 
In order to teach successfully one 
must have a love of people and one 
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must be impersonal, yet friendly, to. 
wards one’s students. Good teachi 
is simple teaching and a good teacher 
retains the magic of learning and has 
the ability to imbue her pupils with 
enthusiasm so that they are eager to 
know more of the subjects presented. 
Some of the letters published pre. 
viously mention the status of the tutor 
or lack of it, as being a deterrent 
Status is, I think, a personal state 
which one sets up oneself. The uni. 
form and position of a tutor demand 
respect, but a worth-while status 
within a hospital depends upon one’s 
ability to command respect because 
of the person one actually is. 
may be a point in question. I per. 
sonally think the scale too low for the 
amount of training undertaken. 
Tutors have been ward sisters and 
have found work among the patients 
infinitely rewarding, but the joy 
found in the teaching of young people 
is, to my mind, just as rewarding, 
Liaison between tutors and ward and 
departmental sisters should be that of 
mutual trust and friendship and thi 
again is a personal issue. If a state @ 
mutual respect exists there will beg 
free exchange of ideas and ay 
help on both sides. A love for 
understanding of one’s fellows is very 
necessary if one is to run a happy and 
successful department within a Og 
community centre such as a hospi 
The shortage of tutors is, I feel, @ 
rsonal thing. The root of the matte 
ies in our own hearts; so few of @ 
really want to teach. Lack of statu 
low salary and wrong training are all 
hooks on which to hang our excuses. 
Heaven forbid that any unwilling 
candidates should be forced into the 
teaching field. If we really want to 
teach we shall become tutors, and 
only nurses with a vision and a love of 
teaching should be accepted for 
training. 


PRINCIPAL SISTER TUTOR. 
Middlesex. 


Mapam.—I believe the rank ‘sister 
tutor’ is being changed to ‘nurs 
tutor’. However—as ‘sister’ is a rank, 
and we have been ward sisters, who 
has authority to change this rank’ 
Those who served in H.M. Forces 
during the war were given a discharge 
certificate which states “you af 
permitted to use the title of sister”. 

Therefore who is to abolish this 
rank, even if tutor is added ? 

SISTER TUTOR. 
London. 
(More letters on page 142) 


N 
124 
T 
| THE 
pres 
a fai 
| This 
by 
psyc 
fest 
emb 
siOn. 
anxi 
— 
the il 
to be 
Conf 
It 
docto 
patie 
by dc 
uncer 
invest 
The 
distur 
tions 
such 
If 
sister 
emoti 
to reg 
diagn 
In sup 


Nursing Times, January 29, 1960 


The Worried Patient— 


a failure of communication 


THE GREATEST SINGLE CAUSE of the disturbance often 

nt in the minds of patients in general hospitals is 
a failure of communication at all levels of hospital life. 
This is stated in the draft report of a committee set up 


by the Scottish Association for Mental Health to study 


chological problems in general hospitals. 

The report describes how this disturbance may mani- 
fest itself as anxiety amounting sometimes to fear, 
embarrassment or shame, and loneliness and confu- 
sion. The committee heard frequent complaints about 


anxiety and irritation due to lack of information about 


Emergency admission. 


the illness. Many patients with unfounded fears failed 
to be reassured after an investigation. 


Conflicting Information 


It was found that there was a general belief that a 
doctor deliberately withheld the truth. Only a very few 
patients were disturbed by tactless or clumsy handling 
by doctors or nurses, but a few were disturbed by 
uncertainty on the part of the doctor, with over- 
investigation, and conflicting information. 

There was an impression of a high risk of mental 
disturbance, especially of the depressive type, in opera- 
tions affecting the alimentary tract, or with operations 
such as herniotomy and haemorrhoidectomy. 

If more time had been available for the doctor or 
sister to have a brief chat with the patient about his 
emotional state, fears, etc., more could have been done 
to reassure him or, in some cases, to determine his 
diagnosis at an earlier stage. Case histories are quoted 
in support of this claim. 
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A draft report from 
Scotland uses such 
words as anxiety, fear, 
embarrassment, shame, 
loneliness and confusion 
to describe the feelings 
of some patients in 
general hospitals. These 
are the people who have 
suffered mental stress 
because of what the 
report terms ‘a failure 
of ication’. It 
is to be hoped that this 
report will be made 
generally available, for 
it is a disturbing docu- 
ment, which every nurse 
should read and ponder 


over. 


What’s in that syringe? 


Other complaints were of insufficient privacy in 
wards, rigid visiting hours, and too much noise. These 
problems, it is said, are found predominantly in large 
teaching hospitals. Rural hospitals are generally more 
friendly, have a more homely atmosphere and feelings of 
isolation and anxiety are less prominent. 


Emergency Admission 


For the patient admitted as an emergency, there is 
intense anxiety, especially, as so often happens, if the 
admission is at night. The smell of antiseptic or anaes- 
thetic, the echoing corridors, shaded ward lights, the 
hushed voice of the nurse and the grunts of other 
patients are calculated to produce terror in the heart 
of the newcomer. When he arrives in hospital, the 
patient is admitted by a nurse who is already harassed’ 
and has no time to make him welcome properly. 
Nobody as a rule has time to explain the nature of the 
illness or the implications of any procedure. 

For the waiting-list patient, the agony is not so 
intense but it is more prolonged. He is faced with a 
whole hierarchy of nurses and doctors without knowing 
whom he may approach and often ends up by gleaning 
what information he can from a student nurse. 

With very scanty preparation he is liable to find 
himself the subject of a lecture or a central object in 
a class of students. Even in a non-teaching hospital 
members of the staff may discuss him or other patients 
within his hearing, and he may hear things that may 
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lead him to fear the worst. 

At visiting times, relatives rush in anxious to show 
their loyalty to the patient, and to learn of his progress. 
Problems of the home, the job, the diminished income, 
the effect of his illness, are discussed and left with the 
gs for him to brood over for the next few days. 

e ward sister has so many anxious relatives to deal 
with in a short time that she cannot see everybody, and 
the doctor may not be available. 


Recommendations 


Each hospital should have a reception officer who 
would see each patient or his relatives when his name 
was placed on the waiting list, to explain the procedure 
and to give them a brochure about the hospital. 

There should be a special reception suite, and a 
teaching room attached to each ward or unit where 
teaching should take place whenever possible, the 
patient being taken there when he was needed and 
returned to the ward before discussion. 

Nurses and medical students should be taught the 
best methods of giving information to patients and rela- 
tives, and in the training of nurses even greater emphasis 
should be laid on the understanding approach. 

More care should be taken in the selection of ward 
sisters, and there should be a more deliberate attempt 
to prepare the sister for her key position. 


* * * 


Five nurses, four doctors, an almoner, and three 
laymen served on this committee. Miss M. C. N. Lamb, 
education officer of the Scottish Board of the Royal 


Bedsores and Silicone Cream 


A CONSIDERABLE AMOUNT of work has been done using sili- 
cone creams and emulsions in the prevention of bedsores. 
Controlled trials showed that emulsion or cream must con- 
tain 20% silicone to be effective (Roberts, 1959). It was 
demonstrated that products with less than 20% silicone 
were not effective and additional silicone over 20% did not 
increase the efficiency of the cream or emulsion. Silicone 
emulsions in the prevention and treatment of bedsores have 
now been used by the district nurses in Flintshire since 1954 
with very good results and have the following advantages: 
(a) they are more effective than soap, water and spirit; (5) 
they save a considerable amount of nursing time in the 
treatment of pressure points. 

Recently two new silicone preparations have been given 
a trial and have proved more effective than plain silicone 
emulsion. One cream contained 20% silicone fluid MS200, 
0.05% phenylmercuric dinaphthylmethane disulphonate 
(Penotrane), and 0.5% dienoestrol (Bedsore Cream 1); the 
other contained the same amounts of silicone and Penotrane 
but omitted the dienoestrol (Bedsore Cream 2). Both creams 
were of pH 4.2, approximating to that of normal skin 
(Harry, 1942). 

District nurses who had considerable experience with the 
use of silicone emulsions tried each of these creams in a num- 
ber of patients. Both creams were found to be more effective 


[Pictures by courtesy The Middlesex Hospital) 
The silent ward. 


College of Nursing, was secretary. The other nurse 
members were Miss M. D. Stewart, secretary to the 
Scottish Board, Miss I. M. Wares, matron of the 
Southern General Hospital, Glasgow, Miss H. R. 
Conway, deputy county nursing superintendent, Fife 
CC, Miss E. Macnaught, clinical instructor at Glasgow 
Royal Infirmary, and Miss P. Grosvenor, a student 


nurse at the Western General Hospital, Edinburgh. 


than plain silicone emulsion in the prevention and treat 
ment of bedsores. Ten patients were treated with Cream? 
(Penotrane/silicone cream) and eight with Cream |. Cream 
1 appears more effective but few cases have been treated 
so far. 

The advantages of the new creams can be summarized a 
follows: | 

(1) they produce more rapid healing of damaged skin 
over pressure points than do plain silicone emulsions; 

(2) they appear to be more effective in penetrating the 
skin, and more efficient in protecting the skin of incontinent 
patients ; 

(3) they are easy to apply and repeated applications do 
not tend to cake on the skin. 

G. W. Roserts, County Medical Officer of Health, 
Flintshire. 

[The two creams used in the above trial were kindly supplied ¥ 
Messrs. Ward, Blenkinsop and Company Limited, from whom the 
plain Penotrane/silicone cream is now commercially available. 


The cream containing Penotrane and dienoestrol is only availabe 
for clinical trials at present. ] 


REFERENCES 
Roserts, G. W. (1959), Nursing Times, p. 866. 
Roserts, G. W. (1959), Lancet, 1, 1207. 
Harry, R. G. (1942), Brit. 7. Derm., 54, 1. 
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Sy pHY should we replace the metal drum by this 
Bi\/ rather shabby-looking substitute, the cardboard 
: box? Will this cuckoo be any better than the 
ierd it pushed out of the nest ? 

"The decline of the drum from favour began after 
the publication of the booklet issued by the Nuffield 
Provincial Hospitals Trust, Present Sterilizing Practice 
m@ Six Hospitals, which made us all stop and wonder 
whether, in fact, all was safe and sure with our steri- 


izing system. 


The Unsatisfactory Metal Drum 


The Nuffield team produced plenty of reasons why 
the drum was “‘An unsatisfactory piece of equipment 
for which a substitute is long overdue.” 

Some of the reasons they gave were: 

(i) some lids did not fit owing to damage (they are very easily 

damaged) ; 

(ii) perforated metal bands did not fit snugly to the sides of the 

drum; 

(iii) the catches were often at fault and allowed drums to fall 

open; 

(iv) the knob preventing the slides from over-shooting was often 

missing, leaving a hole in the side of the drum; 

(v) drum linings were often made of costly materials and so 

voluminous that it would be impossible to remove any of 
the contents without contaminating the lining. 


I would add that there is a great risk of contamination 


Fig. | 
Left: 
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The Cardboard Box—a cuckoo in the nest? 


MAS HOPE, S.R.N., Theatre Superintendent, Ryhope General Hospital 


This is the first detailed account to be published 
of the method of using cardboard boxes to replace 
metal drums in sterilization. These boxes have 
attracted attention since they were advocated in 
the Nuffield report ‘Present Sterilizing Practice in 
Six Hospitals’ (see Nursing Times, January 9, 1959). 


when the door of the autoclave is opened to remove the 
drums. 

To be efficiently autoclaved, the drums should be 
perforated at the top and bottom to allow air displace- 
ment by entry of steam—this is not always so. Even 
when new, the lids of drums have insufficient overlap 
to exclude dust and the slides cannot be tight enough to 
keep bacteria out. 


History of the Cardboard Box 


It certainly is time the drum was replaced but is the 
cardboard box a good substitute ? 

The history of the cardboard box is quite interesting. 
While seeking a substitute for the drum, the Nuffield 
team visited the central supply department improvised 
at the Cambridge Military Hospital, Aldershot, to 
meet problems encountered during the Suez crisis. 
Here, among other containers, cardboard boxes were 
being used. These boxes seemed to have advantages 


defective 


latches of sterile 

drums, repaired 

with safety pins 
and tape. 


Fig. 2 
Right: the metal 
casing has been 
holed and bent. 


Illustrations on 
this page and the 
next are from 
Present Sterilizing 
Practice in Six 
Hospitals: Nuf- 
field Provincial 


Hospitals Trust, 
5s. 
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over the standard dressing drum. It was found that the 
boxes gave excellent protection against bacterial con- 
tamination of the contents after sterilization, owing to 
the deep overlap of the lid and the filter power of the 
cardboard. 

It was realized that the boxes used at the Cambridge 
Military Hospital could be improved for general hos- 
pital use. The matter was taken up by a firm of card- 
board manufacturers who produced a specially designed 
box which was easy to erect (they arrive folded flat) 
and would stand up to hospital autoclaving. 

Before the team advised their use the boxes were 
tested for: 

(i) speed and uniformity of steam penetration ; 

(ii) bacterial and chemical indications of sterilizing efficiency ; 

(iii) protection from bacterial contamination afforded to the 

dressings when boxes were stored under a variety of un- 
favourable conditions; 

(iv) anaerobic sporing organisms in the cardboard ; 

(v) the effect of autoclaving on cardboard. 
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Fig. 3 (above left). Overpacked drum with too big a lining, 


Fig. 4 (above). Sterile and unsterile drums in the corrider 
awaiting collection (at the bottom of the central pile the perfore- 
tions in the drums are open). 


Fig. 5 (left). Sterile drums in the main corridor awaiting 
collection by ward staff. 


The Nuffield team concluded that the card- 
board boxes were very suitable containers for 
packing and storing surgical dressings, for they 
showed a satisfactory level of sterilizing eff- 
ciency, better than that of dressing drums; 
steam penetration was rapid and even, and 
chemical indicator tests gave satisfactory re- 
sults and spore cultures of Bacillus stearother- 
mophilus were killed under marginal condi- 
tions of sterilization in cartons packed to 
capacity. 


Sterilizing Cardboard Boxes 


The bacterial contamination tests showed that the 
dressings were adequately protected in the specially 
designed boxes and remained sterile for the three 
months’ duration of the test (which is incomparably 
better than the performance of the drum). 

“The cartons appeared to have some antibacterial 
quality,” commented the team, because the numbers 
of certain vegetative bacteria seemed to reduce more 
quickly than one would expect—probably because, in 
manufacturing the cardboard, substances producing 
formalin are used. 

The team stated that the cardboard boxes were more 
suited to the high-vacuum type of sterilization than the 
downward displacement type, but I would emphasize 
here that drums, when first removed from the sterilizer, 
have open slides and that there is a real danger of con- 
tamination while closing them; the cardboard box 
has no such disadvantage. 
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Recent tests with the new British high-speed high- 
vacuum ‘ype of autoclave gave satisfactory results. 
This I can confirm, having autoclaved the boxes in 
bath the high-vacuum and the old type of autoclave. 
Pachieved good results with the old type, drawing a 

yacuum of 18 in. Hg. and removing the remaining 
aby downward displacement. 

Although the cardboard does collect some spore- 
hearing organisms during manufacture, tt has been shown 
these are destroyed by autoclaving. For this reason the manu- 
feturers have undertaken to autoclave the boxes 
before they are marketed. 

Cardboard boxes will disintegrate if wet. The auto- 
dave should produce ‘dry steam’. If water is entering 
the chamber fairly simple modifications to the machine 
will usually eliminate the trouble. 

Practical experience under normal conditions may 
bring its own problems, in fact it becomes increasingly 
evident that improvements in equipment must go hand 
in hand with improvements in organization and tech- 


nique. 
Open, Use—and Discard 


At first I had grave doubts about the practical value 
of boxes in the theatre and wards and I used half boxes 
and half drums. It soon became apparent that if the 
boxes were to be used to maximum efficiency, many of 
the conventional procedures associated with drums 
would have to be abandoned. I felt it was an oppor- 
tunity to reorganize my box-packing system completely. 
This I have done, incorporating the pre-packing station 
system in a modified form. It is my opinion that this 
system is essential to the efficient use of the box because 
once open, the contents of any sterile container should 
be used at once. To do otherwise would be a retrograde 
step for the longer the contents are exposed to the 
atmosphere, the more likely they are to become con- 
taminated by airborne bacteria. The longer and oftener 
the contents of a container are exposed the more grossly 
contaminated they will become. It was this important 


129 


fact that made me adopt the composite pack system. 

In this system the packing is arranged so that all the 
requirements of any one of the four surgeons using the 
theatre for any one case can be met by opening one 
or more of a limited number of standard packings. 
(Individual theatres would have to arrange the packs 
to suit their own local problems.) The problems are 
multiplied if more surgeons use the same theatre. 

One of the main advantages of the composite pack 
system is that because of the precision packing there is 
very little waste of material, whether used for a single 
case or for a full list. In the case of the single emergency, 
only a small part of the sterile theatre stock is involved, 
whereas with the old system a large amount of sterile 
material is opened up. 


Fig. 6. Boxes stack neatly in the autoclave. Note Klintex paper on outside 
of the box. 
My standard sets, packed in boxes, are listed below. 
The contents are written in wax pencil on the lids. 
With these sets I can cope with any major case. 
In a minor abdominal case I use a single combined 
instrument and ligature trolley, so that I would use the 


ligature trolley box and the instrument trolley box 
(continued on page 132) 


Ligature Trolley Box (10 106 in. box) 

3 macintoshes (two to cover the trolley, one the instru- 
ment table). 

3 dressing towels (one to cover macintoshes, one to cover 
completed trolley and one spare). 

4 bundles of swabs. 

2 small macintoshes (one surgeon uses them above and 
below incision). 

2 Tetra towels. 

1 ligature book (made of linen and used to keep different 
sizes of catgut separate). 


Instrument Trolley Set (10 x 10 x 6 in. box.) 
1 abdominal sheet (for the gynaecologist, substitute litho- 
tomy sheet or special abdominal sheet). 
1 large macintosh. 
2 dressing towels. 


STANDARD SETS 


Extra Trolley Set (10 x 5 x 6 in. box.) 
1 macintosh. 
2 dressing towels. 


Gown Trolley Box (10 x 10 x 6 in. box) 
4 gowns. 


6 paper hand towels. 


Gloves Box (5 x 5 x 6 in. box) 

This was the most difficult problem as it is usually im- 
possible to forecast the sizes required. I decided to pack two 
pairs of one size in each box. When we know who is scrub- 
bing up it is a matter of opening the boxes of the sizes 
required. 

Miscellaneous Articles 

Cottons, threads, packs, specimen containers, etc., are 
packed in very small amounts in 5x 5x6 in. boxes; any 
set can be added to from these. 
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A small hospital 
plans for the future 


ONE HAS ONLY to glance at the pictures on these 
pages to diagnose that this is one of those friendly 

} hospitals. Yeovil General Hospital at present is not 

2 large; it has 88 beds, there is an average of 2,600 
in-patients a year, and an average annual outpatient 
attendance of 20,000.When the ultimate aim of providing 
300 beds is attained, the hospital will have grown from VY The children’s pictures on the wall in the outpatient 
a small dispensary opened in a cottage in 1858—its 
centenary was celebrated most successfully two years 
ago. 

Yeovil General Hospital is now concentrating on the 
future, however. It is already a complete nurse training 
school, but it is realized that nursing staff to man the 
extra beds planned could prove a problem. Good rela- 
tions with the community is an important factor in 
recruitment of nurses, and this is being actively pursued. 

| Miss E. J. Harvey, matron, has paid special attention 
to developing contact with the local schools, and has 
now had the satisfaction of seeing a very enterprising 
idea of her own carried out with conspicuous success. 

The local schools stage a monthly display of chil- 
dren’s art in the outpatient department, thus brighten- 
ing up a dull blank wall. This causes great interest 
among the waiting outpatients who often know person- 
ally some of the children whose pictures are displayed. 

The teachers themselves choose and hang the pic- 
tures exhibited, so no extra work for the nursing staff 
is entai ed. All the local schools co-operated readily and 
interest has spread among the townspeople; the local 
art association among others has asked (and been 
gladly granted) permission to come and see the pictures. 
This interest is welcomed, for it helps to break down 
barriers between the hospital and ‘outside’, and to 
remove the idea that a hospital is only connected with 
suffering and illness. 


4 Matron and the group secretary discuss an administrative 
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ENERAL 
SOMERSET 
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VY Younger patients consult the instructions at a difficult point in their 
game. 


& An informal meeting of nurses and matron. 


¥ The assistant matron on a ward round. 
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THE CARDBOARD BOX 

(continued from page 129) 

together. This leaves a macintosh and two towels spare, 
which I use to set a trolley for gowns and gloves. 

For a major case I would have used the macintosh 
and towels to set an instrument trolley and placed the 
abdominal sheet and the instruments on this. The spare 
trolley box would then be brought into use to set a 
gown trolley. You might ask why not use the gowns and 
gloves directly from the box. Why not indeed, but one 
must set the standard by the most aesthetic of the 
surgeons! 


The Pilot Box 


At present I am at- 
tempting to rid myself 
of that scourge and con- 
stant menace to any 
aseptic technique, the 
half-sterile Cheatle for- 
ceps, surely the most 
dangerous instrument 
in the theatre. 

Ihaveal0 x 10 x 6 
in. box which I call the 
‘pilot box’, the contents 
of which are, from bot- 
tom to top: 


2 pairs Cheatle forceps 

1 macintosh 

1 dressing towel 

2 gowns 

4 paper hand towels 
_ This box is packed assuming two nurses will scrub up. 


Theatre Procedure 


The nurse or nurses scrub up as usual (we use 
Phisohex). When they are ready the pilot box is opened 
by an assistant. The nurses pick out a hand towel each 
and dry their hands (Fig. 7). They then pick out a gown 
each and put it on (Fig. 8). Next they set a Mayo table 


Fig. 9. Having set the Mayo table after gowning, 
the nurse puts on her gloves. 


Fig. 7. The nurse has scrubbed up and takes a hand 
towel from the pilot box. Note the contents of the 
boxes printed on the lids 
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(by hand) with macintosh and towel. 

The appropriate glove box is opened ind gloves (in 
packets) removed by the scrubbed nurse and placed op 
the Mayo table which is only used to facilitate putting 
on the gloves (Figs. 9, 10). 

The first ligature trolley box is opencd (Fig, 11) 
and the scrubbed nurse sets the trolley ‘with gloved 
hands) with macintosh and towel. She picks the auto. 
claved Cheatles out of the pilot box and places them 
on the ligature trolley and continues to empty the 
ligature box, still with her gloved hands. 


Fig. 8. The gown is next removed 
and put on. 


If the case or cases require only a single trolley she 
removes the intruments from the boiler-type sterilizer 
with the fully sterile Cheatles (Fig. 13). She also uses her 
Cheatles for getting needles, catgut, small bowls and 
kidney dishes, etc. If she is setting for a list (and the 
practice is to have a number of trolleys ready) she 
should complete one trolley at a time to avoid long 
exposure to atmosphere. The pilot box is only needed 
to launch a list, and once a gown trolley is set it is of no 


further use. 
Fig. 10. The pilot box and Mayo table 
are now discarded. 
Staffing 
This is a busy 
theatre, and av- 
erages 3,000 cases 


a year in a single 
theatre unit, 
with four consul- 
tant surgeons and 
a registrar oper 
ating. 

Staff comprises 
theatre superin 
tendent, two sis 
ters, two part 
time staff nurses, 
two full-time 
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asistant ‘‘urses, 
one part-time 
assistant curse, 
one pupil assis- 
tant nurse, two 
orderlies aiid one 


er. 

I find that in 
e of a nurse 
laying trolleys 
with Cheatles I 
now have to have 
a nurse, gloved 
and gowned, in 
excess of the nurse 
or nurses taking 
the cases. This 
mightseem aluxury butin fact time issaved, for 
when she is not setting trolleys she is breaking 
catgut tubes, threading needles, etc., ready 


Fig. 11. Gloved and 

gowned the nurse picks 

Srom the ligature box and 
sets the trolley. 


for the nurse taking the cases. 
A ready criticism will be “‘How long will 
the nurse’s hands stay sterile?” By what 


tick or test can we measure this? I, ,, 
‘ wa , Fig. 12. (above right). 
have decided to limit the time to about the Ready val to tee ne 
maximum time a mask should be worn—that _ struments and bowls from 


is, an hour. With a leisurely list the system  thesterilizer withCheatles 
Srom the pilot box. 


is easy to follow out; with a fast moving list 
it is still possible with careful organiza- 
tion. 

Since I began this system my old problem 


of linen shortage has ceased. The laundry Fig. 13 (right). Re- 
moving the instruments 


JSrom the sterilizer. 


delivery is the same; my stock has not in- 
creased. So precision packing economizes in 
materials, which means moncy and time saved. 


Packing—a Semi-skilled Job 


Time is certainly saved in packing, which can be done 
as soon as the boxes are emptied. We do not have to 
wait for a large delivery of linen to pack as each box 

uires only small quantities. 

acking can be done by semi-skilled people (Fig. 14), 
the cadet or theatre orderly or porter, even the theatre 


Fig. 14. Cadet packing boxes. Note the contents printed on the boxes. 


— PN 
f 
> 


maid when she has nothing else to do. This is made 
possible by having the contents printed on the lid; the 
nurses can check the contents at a convenient time. 
Over-packing cannot occur if the contents are standar- 
dized; boxes should never be packed higher than the 
top of the sides. 

The boxes stack neatly in the autoclave (Fig. 6). It 
does not matter which way up boxes are packed in the 
autoclave, but they must be stored the right way up 
after autoclaving as dust and bacteria could gain 
access by gravity otherwise. 

If the autoclave produces water it is quite obvious 
when using cardboard boxes, but with drums wet 
dressings and linen are only discovered when the drum 
is opened and in an emergency the delay in replacing 
them could be dangerous. 

If the cardboard is wet, the contents probably will 
be too, in which case the box and its contents should not 
be used as their sterility is suspect. Even during expo- 
sure to dry steam the boxes become temporarily soft 
and heavy articles should not be placed on them in the 
autoclave because they may split. All boxes should be 
examined for splitting and damage before autoclaving. 
If one is damaged or otherwise unsuitable for further 
use it is a matter of seconds to erect a new one. (No 
waiting for repaired drums now!) 

We use a rubber date stamp and each box is stamped 
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Fig. 15. Holes sucked in bottom of boxes placed over unguarded chamber 
drain in the autoclave. The tray normally present over the drain had been 
removed for cleaning. 


on removal from the autoclave. I have the boxes sealed 
by stretching a Klintex paper from lid to box and 
attaching it with Sellotape or scotch tape. If the seal is 
broken the box is not used. This system gives evidence 
that the box has been through the autoclave. Proof of 
sterility must still be borne out by regular chemical and 
bacteriological tests by the pathologist. 


Delivery, Collection and Storage 


Sterile boxes are delivered by a special trolley, and 
collected by another special trolley. 

The boxes stack neatly. Shelves need not be labelled 
because the contents are plainly listed on the box. 

Autoclaved boxes are stacked on the left and re- 
moved from the right (Fig. 16), ensuring rotation of use. 
Because the cardboard is porous, damp surfaces should 
be avoided as contamination may result. 


Bowls and Instruments 


Dip bowls are too large for the cardboard boxes; and 
the cost of providing sufficient instruments to make up 
enough sets for a whole list would be unjustifiable. 

In the present state of technique, the best method 


Fig. 16. Theatre orderly places newly autoclaved boxes on the left of the 
shelves. Nurse removing from the right ensuring rotation of use. 
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of sterilization is by steam in a simple downward dp 


placement autoclave without any vacuum pump at aj | 


These machines are much cheaper than the norm 
autoclave and can often be provided by simple adapta. 
tion of an old type standard autoclave made redunday 
by the installation of a more modern machine. 


Do Nurses like using Boxes? 


Nurses like the boxes because they are light compared 
with drums, they are quiet to use, and one can estimate 
almost precisely what number of any type of box js 
needed for a whole day’s list. Packing is not boring, 
because attention has to be paid to detail. 

Empty boxes must be cleared promptly otherwise the 
theatre would soon look like a store after a bargain sale. 
Materials left in boxes because they were not required 
should be taken out at once or they may be placed on 
trolleys as sterile. 

Any theatre or ward sister who tries using the card- 
board carton should be patient and allow himself o 
herself time to get used to them and the system. It is 
I think, of fundamental importance that the method 
described is adopted at the same time as the boxes, 

The boxes will not work efficiently with the old 
system, but in any case that way of doing things is 
full of loopholes for the entry of infection that it ought 
to be abandoned. 

It takes courage 
to make a com. 
plete departure 
from an establis- 
hed system; it can 
be hard work too 
for a time, but 
my staff and | 
have found it 
well worth while. 
The reward? 
Well, the patient 
benefits in the 
end. 

Is the card- 
board box a 
cuckoo in the 
nest? Well may- 
be, but even 
though the fledg- 
ling is an ugly 
bird, the adult 
is a fine one, 
and I can imag: 
ine its call derid- 
ing those who 
haven’t dared 
to foster it. 

[I would like to thank Mr. D. A. Sanford, consultant surgeon, 
for his advice and encouragement, the pathology department for 
doing cultures and tests for me, and Mr. Brewis, hospital engineer 
and photographer. Also the Nuffield Provincial Hospitals Trust 
for permission to use extracts from Present Sterilizing Practice in Sw 
Hospitals, my staff for their co-operation and Miss E. M. 


Bowron, matron, for permission to publish this paper and for 
allowing me such a free hand. } 


Fig. 17. Showing wide gap in 20x 10 6 in. 
box. The author doubts that boxes of this size 
can remain sterile. 
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Ulcerative Colitis 
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SURGICAL NURSING 


KENNETH WESTBROOK, S.R.N., Charge Nurse, St. Mark’s Hospital, City Road, London 


LCERATIVE COLITIS is an extremely unpleasant 

disease in which the colon and rectum become 

inflamed and ulcerated. Its severity varies from a 
mild diarrhoea, inconvenient but not disabling, to a 
very severe and continuous diarrhoea with bleeding, 
extraordinarily rapid loss of weight, general deteriora- 
tion and an overpowering sense of lethargy. Its cause 
is not known. 

Three main factors have made surgical treatment 

ible: the disease does not attack the small bowel; 
manufacturers now produce a variety of appliances 
which make an ileostomy possible to live with; and a 
better knowledge of fluid and electrolyte replacement 
has aided recovery. Surgery is usually done in two 
stages. First, a subtotal colectomy and ileostomy, leav- 
ing the rectum (this removes enough of the diseased 
bowel to let the patient recover from his toxic absorp- 
tion); second, an excision of the rectum. Occasionally 
the operation is done in one stage (proctocolectomy), 
and in a very few selected cases the ileostomy is avoided 
by joining the small bowel to the rectum (colectomy 
and ileo-rectal anastomosis). 

Before the operation, if the patient’s condition justi- 

fies the delay, medical treatment is given in the hope of 
securing a remission of the disease, or failing that to 
lessen the severity of the attack and to improve the 
general condition. The choice of the-moment when 
medical treatment must give way to surgery is an 
extremely difficult and vital decision. Meanwhile con- 
siderable improvement is often obtained by the essential 
replacement of fluids and electrolytes, the success of 
this treatment being tested by repeated blood examina- 
tions. 
These patients, sometimes terribly emaciated, reluc- 
tant to move and with continual diarrhoea, are especi- 
ally liable to bedsores. At St. Mark’s Hospital we have 
found the best preventive to be frequent and thorough 
washing of the shaved anal area with soap and water 
(hourly or even more frequently in severe cases) and a 
very liberal application of Siccolam. 


Psychological Preparation 


The amount of psychological preparation the patient 
can receive depends on his mental state—some colitis 
patients in an acute attack can hardly be said to be in 
this world. The patient must be made to feel that he 
will not be unpopular if he is for ever wanting a bedpan 
or is sometimes incontinent. This should be repeated as 
often as possible by the ward sister and, more important, 
by each nurse who has the job of looking after him. 
This is vital if he is to be made to stop worrying, and 
to feel that he is in the hands of people who are used to 


The patients with ulcerative colitis who are admitted 
to St. Mark’s Hospital are usually those who are 
thought likely to need surgery. Most of them have 
medical treatment first, and some do well enough to 
be sent out, though a good number return with further 
attacks. Some fairly mild cases, sent home in good 
health after medical treatment, have returned (though 
often after a long interval) with an acute and dangerous 
recurrence. 


this sort of thing, and therefore are likely to know what 
they are doing. 

The patient must also be helped to understand about 
the ileostomy he is to be given. In this, nurses are often 
hampered by the widespread and largely unshakeable 
conviction that hospitals tell nothing except when 
pushed, and then they tell less than the whole truth. 
If there is time, a visit from an earlier patient who is 
now back at work can work wonders. The attitude of 
patients is often transformed by these visitors from the 
outside, normal and truthful world! Care must be 
taken that the relatives understand the type of operation 
proposed ; it is a difficult thing for an ill patient to have 
to explain to his people. 


Post-operative Fluids 


Post-operative care is mainly concerned with fluid 
replacement and the ileostomy appliance. Oral fluids 
other than very small amounts are not given until the 
ileostomy acts; the amount and type of intravenous 
fluids to be given are ordered daily. Blood is taken for 
electrolyte estimation. Sometimes an ileostomy in its 
early days will pour several litres of fluid out rapidly 
(ileostomy dysfunction), and while this lasts intra- 
venous normal saline, to which potassium chloride has 
been added, equal in volume to the loss, must be given 
in addition to the normal needs. As soon as the ileo- 
stomy is acting satisfactorily, a light diet is started, and 
most patients are having a full diet within a week of 
operation. 

At St. Mark’s Hospital, the Down Brothers’ adhesive 
appliance is the one most often used. Its simplicity and 
safety is a tremendous help in the full rehabilitation of 
patients, most of whom, being young or early middle- 
aged, are anxious to be fit and back at work as soon as 
possible. The appliance, which is first put on in the 
theatre, must be checked frequently, and a flange re- 
applied at the first sign of insecurity. Bags are washed 
very thoroughly in cold running water; the bag is 
inverted to be sure it is really clean and then dried. 
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Some patients clean and deodorize their bags by soaking 
them in weak Parazone, but a thorough clean with 
soap and water is usually sufficient. 

Waterproof strapping should not be put over the 
edges of the flange, as this conceals an early leak and 
does not protect the skin. If the skin should become 
slightly sore it is covered with three layers of Nobecu- 
tane spray before the appliance is stuck on. If it 
becomes very sore, the Donald Rose non-adhesive 
appliance can be used for a few days over Siccolam or 
calamine cream, and the adhesive appliance used 
again when the skin is healed. Experiment with different 
types of flanges is sometimes necessary to find the one 
most suitable. 

When the appliance is staying on satisfactorily, the 
patient must be encouraged gradually to take over the 


_ care of it himself, emptying his own bag and sticking 


on the appliance, at first with supervision. Patients at 
St. Mark’s are given a handbook which explains the 
management of the different appliances, and empha- 
sizes the possibility, once the technique is mastered, of 
a return to a full, active life. The handbook shows the 
recommended method of coping with the appliances, 
but we do not discourage any deviation from this pro- 
cedure unless it is obviously harmful. The patient in the 


1, double-sided adhesive square for the use with Down Bros. appliance; 2, adhesive 

square cut to fit hole in flange; 3, protective paper removed from one side; 4, adhesive 

square applied to flange and excess trimmed off ; 5, skin round ileostomy cleaned and dried ; 

6, flange applied and pressed firmly into place ; 7, cotton-wool inserted into space between 
ileostomy and rim of appliance ; 8 and 9, rubber bag being fitted to flange. 

[By courtesy of The Lancet.) 


Nursing Times, January 29, jg 


end has to develop his own technique of managemey, 
and most self-respecting patients find at least one dodg 
for making life easier. 

The interval between the two stages of the operatiq 
allows the surgeon to consider the possibility of a ». 
storative procedure, though this is very rarely possible 


The Second Operation 


The post-operative care for the second operation 
(excision of the rectum, usually about six months later! 
consists of giving intravenous fluids and small amouns 
of oral fluids until the ileostomy starts to act, and of 
dressing the perineal wound. At St. Mark’s thes 
wounds are not packed—they have only a drainage 
tube in when the patient comes back to the ward, and 
when this is taken out, 48 hours later, the wound js 
irrigated twice daily with hydrogen peroxide (5 vol. 
umes) followed by Hibitane 1:2,000. A flat gauze 
dressing 2 in. wide soaked in Hibitane, Milton or lotio 
rubra is then lightly laid in. The perineal stitches are 
taken out on the sixth day, and the patient given daily 
baths as soon as possible, usually from the 10th day. 

After each stage of the operation (and especially 
after the first stage, when the ileostomy is a new thing 
to cope with), the patient is encouraged 
to go for at least three weeks to one of 
two convalescent homes, the matrons of 
which have been extremely helpful in 
giving the patients confidence with their 
ileostomies and in caring for the perineal 


— 


wounds. Thereafter patients are seen in 
the outpatient department at intervals. 


The Ileostomy Association 


A fairly recent development that has 
done a great deal of good is the formation 
of the Ileostomy Association. This vigor- 
Ous association arranges divisional and 
branch meetings where talks on a great 


variety of subjects are given. Many diff- 


culties of members over appliances, diet, 
care of the skin, insurance, superannua- 
tion, coping with holidays, etc., are 
discussed and dealt with at meetings or 
privately. The sight of all these healthy 
people coping without apparent diffi- 
culty is a pleasant surprise to a new 
member. 

The association, if asked, will send 


a member to visit a patient in hos 


pital before or after operation, and 
sometimes this is followed up by a visit 
when he gets home. Membership can be 
a very heartening experience, and nurses 
can do a lot of good by telling their 
ileostomy patients about it. The hon. 
secretary of the London Division is Miss 
H. M. Mortimer, 31, Sunnybank Road, 
Marlow, Bucks, who will gladly answer 
questions and put intending members in 
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touch with their nearest branch or division. 

Nurses are often surprised how well people settle 
down to life with an ileostomy. It must be remembered, 
however, that patients compare their present life with 
their previous life of recurrent and unforseeable ill- 
health, with its dangerous, crippling and humiliating 
attacks of diarrhoea. Often for the first time in years 
they feel well and confident, can eat what they like, 
are able to plan their lives and look forward to their 

lans with real enthusiasm. 

This is something, surely, to set against their opera- 
tion and the need to look after an ileostomy appliance 
for the rest of their lives. 


MODERN MEDICINE 


This column of news of modern medical 
developments is compiled 54 a Member of the 
Royal College of Physicians 


AUTO-IMMUNITY 


@ Among the most interesting developments of recent years 
is the discovery of ‘auto-immunity’. This is a process in 
which the body becomes ‘allergic’ to one of its own organs 
or tissues which, as a result, is attacked by antibodies and 
damaged. 

Diseases now thought to be due to this complex, and as 
yet poorly understood phenomenon, include thyroid diseases, 
ulcerative colitis, one form of hepatitis, some types of haemo- 
lytic anaemia, and, possibly, rheumatic fever, rheumatoid 
arthritis, and disseminated lupus erythematosus. 


CEREBROSPINAL FLUID ON TAP 


® In some neurosurgical operations it is necessary to irri- 
gate the brain or to replace cerebrospinal fluid which has 
unavoidably leaked away. Various electrolyte solutions have 
been tried for these purposes, but obviously none is as suit- 
able as cerebrospinal fluid itself. 

For this reason two American doctors (7. Neurol. Neuro- 
surg. Psychiat., 22, p. 253) have established a ‘bank’ in which 
sterile cerebrospinal fluid, removed during various neuro- 
surgical procedures, is preserved for use when required. 


WAR ON THE STAPHYLOCOCCUS 


® A new approach to the worrying problem of antibiotic- 
resistant staphylococcal infections has been made at Ham- 
mersmith Hospital, London (Brit. med. 7. 1960, 1, p. 11.) 

For two years stricter hygienic measures have been en- 
forced, and, in addition, the use of all antibiotics has been 
ngidly controlled. 

The use of penicillin was banned in all except a few speci- 
fied wards and, when given, special precautions were taken 
to avoid any penicillin getting into the air. 

Whenever possible other antibiotics were given in com- 
bination and not singly, since it is believed that bacteria are 
less liable to become resistant when two or more antibiotics 
are given together. 

As a result of these several measures, the number of in- 
fections resistant to penicillin and tetracycline has fallen 
significantly. 
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TALKING POINT 


One OF My recurring themes in this column is that 
nursing really isn’t a special case in its conditions and 
hours of work. I was reminded of it the other week 
when I had a conversation with a bus conductress. It 
was fairly late on a Sunday evening, bitterly cold, and 
I asked her when she would be finished. The bus was 
due into the garage at 1.45 a.m. and she hoped her 
husband might be meeting her in the car, although she 
didn’t like his driving on icy roads. I asked her what 
she would do if he weren’t there to meet her. “Why, 
walk,” she replied; “It’s only about a mile and a half.” 
When had she come on duty that Sunday? After tea 
at 4.30 p.m. How many days and hours and so on did 
she work? Eleven days out of 14 but the three days off 
were not always together, sometimes they were split. 
She worked one shift for a week, had her rest days and 
then changed over to the other shift. “How far in 
advance do you know your shifts and rest days?” was 
the inevitable question for me to ask. ““Why, bless you, 
I could know a year ahead if I wanted to. You see we 
all have numbers, I’m 238, and so all I have to do is to 
look at the duty rota in the garage and I know just 
where I am.”’ Was her husband on the buses, too? No, 
he was a shift worker in the Post Office and she liked 
it best when they could be off duty at the same time, 
but it wasn’t always possible. “After all, you can’t 
always have what you want, can you, and someone’s 
got to be on the buses and sorting the letters, haven’t 
they?” 

A philosopher, I thought. (Yes, I know, bus-con- 
ducting, like biscuit-making, isn’t the same as nursing.) 

My next reminder of the fact that nursing really 
isn’t a case for special pleading was an extract from a 
newspaper item. Readers may remember that Joan 
Woodward, who is helping the RCN salary structure 
survey, last summer wrote an article in our pages on 
job analysis. Miss Woodward has just done a piece of 
research on “The Saleswoman’. Her findings are most 
interesting. This is what a journalist wrote after reading 
her report. 

“‘Saleswomen in departmental stores have a strong, 
almost an obsessional, interest in status, judging by the 
results of case studies in four stores—two in London and 
two elsewhere. Many of the women are annoyed be- 
cause their earnings do not reflect the high status of 
their job, particularly in comparison with factory work. 
The women in the model gown department regard 
themselves as a cut above those in hosiery. There is a 
low level of trade union organization, principally, 
it seems, because many saleswomen think they are ‘just 
not the kind of people’ who belong to unions, and take 
pride in the fact.” 

Now if Miss Woodward were to undertake a similar 
survey in the nursing profession, | wonder what she 
would discover? Where do you place yourself, dear 
reader—in the model gowns or in the hosiery? Or 
would you care to join me in the basement, among the 
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ADMINISTRATION 


ANNE M. W. WHITE, S.R.N., S.C.M., R.F.N., Nursing Officer, Northern Ireland Hospitals Authority 


Northern Ireland; today there are over 6,000. With 

any new undertaking change is inevitable and in a 
small but progressive country such as ours, change is 
constantly occurring. Amid this change, however, we 
have tried in the nursing service to eliminate some of 
the imperfections and to make an honest endeavour to 
match quality of service with quantity. 

To many of my colleagues who will be visiting 
Northern Ireland for the RCN Founders Day in the 
spring, this review of some of our schemes may be of 
interest. 


Js 1948 there were 3,516 hospital nursing staff in 


Mobile Pool of Nurses and Midwives 


The Hospitals Authority recruits, selects and main- 
tains a pool of mobile nurses and midwives. This scheme 
came into being in the early days of the Authority’s life 
because a number of hospitals outside Belfast had diffi- 
culty in obtaining adequate numbers of nurses and 
midwives to cover increasing emergencies. Those 
appointed to the mobile pool, which now includes 
enrolled assistant nurses as well as registered nurses 
and midwives, are posted for a maximum period of 
three months to hospitals requiring their services. ‘They 
are responsible to the matron of the hospital in which 
they are temporarily employed. The salary payable 
normally is that of a staff nurse or State-enrolled 
assistant nurse plus an allowance of £60 a year. 


In-service Programmes 


(i) Trained staff. In three mental hospitals matrons 


_and chief male nurses have organized annual intensive 


refresher courses for trained nursing staff. Lecturers 
are sought among the permanent medical, nursing, 
administrative and tutorial staff of the hospital and 
from various outside bodies. Tutors demonstrate and 
group leaders guide participants through discussions 
and visits of observation. ‘There has been a marked im- 
provement in standards and in staff relationships since 
these courses began. As yet such in-service courses have 
not been arranged in general hospitals; on the other 
hand nursing staff from general hospitals are released 
without difficulty to attend refresher courses for ward 
sisters arranged by the Royal College of Nursing. 


(ii) Mental nursing assistants. In two of our 
mental hospitals candidates are trained for admission 
to the Roll of Assistant Nurses. In the other four 
mental hospitals pupils follow a specially planned 
course for mental nursing assistants. This type of train- 
ing came into being in 1955. The scheme was prepared 


A bird’s-eye view of some of the in-service training 

schemes and administrative devices by which Northern 

Ireland is trying to make the best use of her nursing 

resources. Readers will remember also our article 

last week on training in mental after-care work for 
health visitors in Northern Ireland. 


after consultations with matrons, chief male nurses and 
with the Joint Nursing and Midwives Council for 
Northern Ireland. The organization of the course 
follows a similar pattern to that recognized for the 
training of State-enrolled assistant nurses although 
there are certain differences in the content of the pro 
gramme. 

The training of the mental nursing assistant is not 
so varied as that of the pupil assistant nurse. The latter 
must have practice in nursing men, in sick children’s 
nursing and in surgical nursing, while the emphasis in 
the training of the pupil mental nursing assistant is on 
psychiatric patient care. While the pupil assistant 
nurse is, of course, given the advantage of more 
comprehensive practice, from the point of view of 
staffing the mental hospitals there is the disadvantage 
that pupils are away for a period of four to five months 
in the course of their training. 


Training Courses for Domestic Staff 


Domestic staff play a very important role in maintain- 
ing a high standard of cleanliness in our hospitals. 
Today, with the ever-increasing dangers from infection 
and cross-infection, this is vitally important. The 
Authority has for some considerable time been con- 
scious of the fact that a great amount of capital is being 
spent on labour-saving devices and expensive mechani- 
cal equipment. These appliances are operated by 
domestic staff and the question which naturally arises 
is whether the best possible use is being made of the 
equipment and of the staff operating it. 

The Authority, with these thoughts in mind, estab- 
lished in 1958 a short series of training courses for 
hospital domestic staff and the courses now are annual 
events. With co-operation and help from the Ministry 
of Labour and National Insurance these courses, each 
of one week’s duration, are held at the Government 
Training Centre and one of the nearby hospitals. 
Instruction is given in the basic techniques of cleaning, 
in labour- and time-saving methods, in economy if 
the use of cleaning materials, and talks on health 
education and on work simplification are included with 
group discussion at the end of each course. 
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The PATH. LAB. plays a vital part in DIAGNOSIS and 
REATMENT: this article tells you just what happens to 
that BLOOD SAMPLE despatched from your WARD. 


Behind the 


IN THE 


Path. Lab. 


HAT goes on behind the scenes in 

the Path. Lab. ? It isn’t all Bunsen 

burners, test tubes, smells and ex- 
plosions! Far from it. Pathology is the 
science of disease, and is concerned with 

is as well as control of treatment. 
Nowadays there is a laboratory test for 
practically anything you may care to men- 
tion, from pregnancy to the identification 
of bacteria in fluid from a knee joint! 

Let’s follow an imaginary nurse over to 
the Path. Lab., where she has just delivered 
two urgent blood samples from a new ad- 
mission, Mrs. Jones, who has had a 
haematemesis. One sample is for blood 
grouping, and the other is for a haemo- 
globin estimation which will indicate 
whether a blood transfusion is needed. 

The blood for this test is in a bottle con- 
taining a special chemical to stop it clot- 
ting. A small quantity is added to a known 
volume of distilled water containing am- 
monia. The red cells burst, releasing all 
the iron pigment, the haemoglobin, and 
the solution is placed in an electrically 
operated instrument, called a photoelectric 
absorptiometer, which measures the am- 
ount of colour in the solution. The colour 
is in direct proportion to the haemoglobin 
pigment present, and so the original 
amount of haemoglobin can be calculated. 
Mrs. Jones’s haemoglobin is found to be 
very low, only 38°: a transfusion is re- 
quired immediately (so this was one of 
those occasions when the young nurse 
would not, we hope, linger to gossip in 
the corridor! ) 


Testing for Compatibility 


Before suitable blood can be supplied to 
the ward by the laboratory, a technician 
must determine the patient’s ABO and 
Rhesus blood groups, and then blood of 
the same group must be found which is 
perfectly compatible with Mrs. Jones’s own 
blood. There is always a risk of transfusion 
reaction if the blood is given without its 
first being tested to be quite sure it is not 
antagonistic in any way to the patient’s 


Sometimes the urgency with which 
is required outweighs this risk and 

blood may be given without knowing the 
patient’s blood group. In this event, the 
safest type of blood to give is Group O, 
Rhesus Negative. Even this procedure 
carries its own risks, and it is very rare that 
some grouping and cross-matching tests 
cannot be done by the laboratory while 


Scenes 


EVELINE D. LUCKCOCK, 
F.1.M.L.T., who is writing 
a Series for these Pages, 
works at a London hospital 
and has _ recently been 
engaged upon a_ special 
Cancer Research project 
for the British Empire 
Cancer Campaign. 


the transfusion apparatus is being prepared 
in the ward. But let us go back and see 
what is happening to Mrs. Jones’s blood in 
the Path. Lab. 

The blood sample required for grouping 
and for the selection of suitable blood for 
transfusion is allowed to clot. The clear 
fluid expressed from the clot, the serum, is 
carefully separated under sterile conditions. 
The ABO and Rhesus groups are deter- 
mined on the cells which are added to 
Anti-A and Anti-B sera. If they clump to- 
gether in the Anti-A serum, the blood is 
group A; if clumps form in the Anti-B 
serum, the blood is group B; if there are no 
clumps in either serum, the blood is group 
O. If the cells clump in both the Anti-A 
and Anti-B sera, the blood is classified as 
group AB. The Rhesus group is identified 
in a similar way, by adding red cells to 
Anti-Rh serum, If the cells clump, the 
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A laboratory technician (above) 
cutting sections, unbelievably 
thin, on a microtome. 


Below: removing a sample of 

blood from each bottle to ascer- 

tain whether it is compatible 
with the patient’s blood. 


blood is Rhesus Positive. If 
the cells remain separate, the 
blood is Rhesus Negative. 
Sometimes a patient re- 
quires large quantities of 
blood over a long period. In 
such instances the patient’s 
blood must be more carefully 
classified into the various 
sub-groups of both the ABO 
and Rhesus systems. Kell, 
Duffy, MNS and _ several 
other blood group systems 
must sometimes be identified 
as well. This is because with 
repeated transfusions, “‘antibodies” may 
be formed, which can cause reactions, 
possibly fatal, if further blood is given. 


Stored With Care 


Having satisfactorily grouped Mrs. 
Jones’s blood, the next step is to find com- 
patible blood of the same ABO and Rhesus 
group. This blood is stored in the labora- 
tory refrigerator, which is kept at a tem- 
perature of 4°C. Higher temperatures 
allow any bacteria present to multiply; 
lower temperatures cause the blood cells to 
burst. Each bottle is examined to see that it 
has in no way deteriorated, and is not out 
of date. Under sterile conditions, some red 
cells are removed from each bottle and 
mixed with the patient’s serum. If there is 
no microscopic evidence of cells clumping 


(continued on next page) 
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By YVONNE GREEN 


Some Types 
Have Met—1 


E HAD a police sergeant patient in 
Wi te ward. He vaguely made me 

think of the old fashioned posters I 
had seen of Lord Kitchener, complete 
with dark bristly moustache and florid 
complexion. I could imagine him striking 
awe into any small boy’s heart when caught 
stealing apples! 

He had had his appendix out, and 
Sister was about to do his daily dressing. 
I had been detailed off to go and “get 
things ready’’, whilst she put on a mask. 
Dutifully I trotted up to the bed and 
pulled round the curtains, telling him that 
Sister was just coming. Then up the ward 
to the clinical room to get the dressing 
trolley, recently washed and disinfected 
by me but owing to my junior status not 
laid up by me. 


* 


Carefully I wheeled it to the side of the 
bed. Now what? I looked doubtfully at 
the police sergeant; what did I do next? 
I looked at him, and he looked at me. I 
must have appeared more lost than usual. 

“They undo this first,” he ventured, 
pointing to his binder, and pushed down 
the bedclothes. 

“Oh—yes, thank you—”’ 

“This the first time you’ve helped 
Sister?” he asked. I nodded, anxious that 
he should not know that it was the first 
time I had helped with a surgical dressing 
at all. Since leaving P.T.S. medical treat- 
ment had been the total of my experience. 

““She’s quite a corker!”” he went on. 
““Things must be ‘just so’,”” and he grinned. 
He didn’t have to tell me, I knew well 
enough; but I managed a sickly grin. 


At last Sister appeared, hid- 
den behind her aseptic gar- 
ments, and it all looked very 
sterile and efficiently surgical. 
The sergeant’s eyes swivelled 
from me to the trolley, indicat- 
ing the things she would want. 


“Do you wish to examine 
me NOW Doctor?” 


THOSE THINGS 
THE PATIENTS 
SAY! 


“But that’s not 
what my hus- 
band means 


“The Surgeon said I'd 
never miss it.” 


BEHIND THE SCENES IN THE PATH. LAB. (continued from previous page) 


after two hours at 37°C (body heat) and 
also at room temperature, the blood is 
labelled “Compatible with Mrs. Jones’’. 
Details of the patient’s ward, number, and 
other relevant data is also given, and the 
bottle is dated. This blood may now be 
given to the patient. 

Mrs. Jones has now had several pints of 
blood and has regained strength. Faeces 
sent to the lab. are tested to see if they con- 
tain occult, or ‘hidden’ blood. A small 
piece of each specimen is mixed in acidified 
water, and boiled to destroy all enzymes. 
The addition of a suspension of benzidine 
in acetic acid and hydrogen peroxide shows 
a vivid blue colour, due to minute specks of 
blood present. A fractional test meal has 
been done, and the lab. reports that the 
samples contained starch, blood and much 


Nursing Times, January 29, j9g 


Nur 


Two Pages to please our Younger Nurse Readers 


Luckily her attention was riveted on 
wound and we got through nicely with» 
mishaps. 

Bless him! I think Sister did in 
intercept one or two of his : 
glances, whereupon he would talk hay 
and try and keep her attention on hj 
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wound. She didn’t say any- Cou 
thing, but with a half smile T 
she told me to clear the 
things away and said that! § * §P 
had helped her quite satis coul 
factorily. My jauntiness soon § abre 
disappeared though, when § with 

she informed me that | 

would be expected to do the 
dressing the next day, under Col 
her supervision. T 
So my initiation into sur- : 
gical technique I hand en- ton 
tirely to our wonderful § 
police. sub 
T 
Ma 
free acid. These and other tests indicate a for 
gastric ulcer. “aay 
A partial gastrectomy is later performed, | ™ f 
and the portion of stomach sent to the § alte 
laboratory. Here it is ‘fixed’ in formalin/ § ann 


saline solution. A small piece of the suspect 
tissue is then removed, and after various 
histological procedures, is impregnated 
with paraffin wax, and moulded into 4 
block. The block, containing the stomach 
tissue, is now sliced incredibly thinly witha 
razor sharp knife on a cutting machine 
called a microtome. The slices are next float- 
ed from water on to glass slides, stained 
with special dyes to show up the various 
tissues, and examined under the micro- 
scope. The pathologist then makes his 
report, giving his opinion of the condition 
of the tissue removed. 
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ROYAL COLLEGE OF NURSING 


Council Meeting, January 1960 


Tue Councit of the Royal College of Nursing met for the 
frst time in 1960 on January 21 at 11.30 a.m. with Mrs. 
Woodman in the chair. 


Correspondence from Official Bodies 


A letter from the Ministry of Health was read on the 
eflects that the National Insurance Act 1959 (Graduated 
Pension Scheme) will have on those subject to the NHS 
Superannuation Scheme. The Council agreed to extend 
the terms of reference of the working party already set up 
to consider the implications of the Bill. The possible effects 
of this measure had been set out in an accompanying 

tory memorandum. The views of the College as one 
of the bodies representing the interests of employees were 
invited for submission by March 15. 

A letter had also been received from the Ministry of 

Health notifying the College of the setting up of an inter- 


departmental working party on legislation concerning 
medicines. The College was invited to submit evidence to 
this working part arch 31. Its terms of reference were: 


b 

“To review the legislative provisions which relate to the 
control of medicinal substances and to recommend what 
changes should be made and rationalize and simplify the 
law with a view to ultimate amendment and consolidation.” 
The Council decided to set up its own working party, under 
the chairmanship of Miss M. Houghton, vice-chairman of 
Council, to prepare a memorandum. 

The College had offered help in the Frejus disaster from 
a special fund which it administered from which assistance 
could be provided for organizing nurses for relief work 
abroad. The French Consul-General in London had replied 
with gratitude. 


College Activities 


The Council agreed to implement the decision, agreed 
to in principle five years ago, to set up a nursing research 
council, Miss Simpson spoke to a memorandum on this 
subject circulated to Council members. 

The Public Health Section report was given by Miss 
Marion Knight, Section secretary. Approval was granted 
for the secretary and one other member to attend the 
annual congress of the Royal Society of Health at Torquay 
in April. Approval was also given to Miss Gwen Padfield’s 
attendance at the National Old People’s Welfare Council 
annual conference at Blackpool in March. Agreement was 

ven by Council to an approach being made by the Public 
lealth Section to the Institute of Almoners and the Associa- 
tion of Psychiatric Social Workers for the setting up of a 
permanent liaison committee between the three organiza- 


tons. 

The Administrators’ Sub-committee of the Public Health 
Section had considered the fourth report of the WHO 
Expert Committee on Nursing (Public Health Nursing). 
As a result a recommendation was made to Council that 
the College should take the lead in starting research into 
the needs of the community, so that the proper use of the 
staff of the public health nursing service could be deter- 
mined. It was agreed that this matter was worth investiga- 


tion and that to begin with the Section should make a survey 
of the investigations already carried out in this subject. 

Miss Rosemary Hale ond Miss Irene Knight, with Miss 
Marion Knight, presented to Council the memorandum 
prepared by a alien party of the Public Health Section on 
the Report of the Working Party on Social Workers (the 
Younghusband Report). 

The memorandum set out the views of the Public Health 
Section on the recommendations in the working party’s 
report and discussed the problems which would arise if 
some of these recommendations were implemented. In 

icular, the Section was concerned at the proposal to 
introduce the ‘welfare assistant’, whose duties would 
appear to be far beyond the scope of a worker with only a 
short period of in-service training. The duties of the general 
purpose social worker, as outlined in the report, would 
appear to overlap to a considerable degree those of the 
health visitor. The Section felt that these matters should be 
discussed with representatives of all those interested. The 
Council accepted the Section’s memorandum. 


Student Nurses’ Association 


That 1960 was to be regarded as an all-out recruitment 
year, was the conclusion to be drawn from the SNA report 
given by Miss Helen Downton. Since 1955 the number 
of new members had remained remarkably constant, but 
the number of members transferring to College membership 
had more than doubled in the five years. 


News of College Members 


At the opening of the Council —— Mrs. Woodman 
greeted Miss E. Mitchell from Northern Ireland, congratu- 
lating her on becoming a Bachelor of Science of Columbia 
University. Miss Mitchell had recently returned to the 
Royal Victoria Hospital, Belfast, after a period of study in 
the USA. 

Miss Margaret Stewart, secretary to the Scottish Board, 
was congratulated warmly on having been awarded a WHO 
travelling fellowship to study professional organization in 
Canada and the USA. Miss Stewart will be crossing the 
Atlantic early in September. 

Mrs. Woodman told the Council of the award of another 
WHO travelling fellowship, to Miss Mona Grey, nursing 
officer, N. Ireland Ministry of Health. Miss Grey, who was 
awarded her fellowship as secretary to the Northern Ireland 
Committee of the College, will be visiting the Scandinavian 
countries this year. 

A letter of impending resignation was most regretfully 
received from Miss Lilias Montgomery, northern area 
organizer. Miss Montgomery, known for so many years not 
only to College members in the north, but all over the 
country, will be greatly missed. 


Membership 


Since the December Council meeting there had been 
143 new members. 
The next Council meeting will be on February 18. 
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LATER LETTERS 


ARE NURSES HUMAN? 

Mapam.—The article ‘Qualities and 
Attitudes desirable in the Newly Qualified 
Nurse’ prompts me to ask, are nurses 
human? 

The fictional method has led the writer 
to give a composite picture of a creature 
far removed from this earth. 

The language used throughout is 
pompous and as unrealistic as the nurse- 

. This nurse has no difficulties of any 
kind. She has such a good memory that 
she passes through her training period 
without any endeavour. She has great 
control over her emotions, is extremely 
tactful and never shows any sign of stress. 
I hope she manages to convey some 
warmth to her patients in spite of the 
strong wall of repression which I infer 
must have been built up in her. 

The emphasis on rank is indeed well 
justified and the most recognizable fact 
to emerge from the essay. 

Taken singly, as qualities, the attributes 
mentioned are certainly desirable, rather 
obviously so. But as they have all been 
hung together around a single skeleton, 
the impression they produce is completely 
unlifelike. 

Surely the qualities of honesty, relia- 
bility and dependability should be tacitly 
assumed after P.T.S. and about 12 ward 
sisters’ reports and matron’s recommenda- 
tion that a certain nurse should be made 
a staff nurse? 

It is possible to be a good compassionate 
nurse, even if one does not say one’s 
prayers every evening or even if one does 
not belong to a church. 

(Mrs.) M. M. NewMaRK, S.R.N., H.V.CERT. 
Surrey. 


GIVING BLOOD IN THE US. 


Mapam.—In the December 18 issue of 
Nursing Times, page 1294, a statement is 
made as reported by a Miss F. E. Elliott, 
that “There is no voluntary blood trans- 
fusion service in the US—donors are paid 
20 dollars a pint, and hospitals charge 
25 dollars.” 

Because there have been many thou- 
sands of pints of blood donated every year 
for years in the United States, I cannot 
understand your printing such an erron- 
eous statement. There is no charge made 
to patients for the blood that is donated, 
but there is a charge made by the hospital 
for administering it. 

Epna M. ANTROBUS, R.N., 
Executive Secretary. 
Department of Law and Public Safety, 
New Jersey Board of Nursing. 

[We are a little confused by this letter, 
possibly because of the different use of the 
word ‘donor’. In some parts of the US 
donors are paid for the blood they donate 


and, unlike the UK, there is no national 
blood transfusion service, nor a National 
Health Service—hence the hospital charge. 
Whether the patient pays for the blood 
given or for its administration seems beside 
the point.—Ebrror. } 


NOMINATION DAY 


Mapam.—lI was interested to read your 
editorial, ‘Nomination Day’, in the Nursing 
Times of January 8. 

You state that “half the members of the 
General Nursing Council are elected by 
the nursing profession itself”, yet on closer 
examination one finds that the nursing 
profession is given no opportunity of elect- 
ing to the Council those of our nurse 
leaders who hold posts at national and 
international level. Surely, however, these 
are the nurses who by very reason of their 
wide knowledge and experience in nurse 
training and service at home and abroad, 
are in a position to give the most valuable 
assistance in planning the future policies 
of the Council. 

It seems illogical and not a little distur- 
bing that those at the top of the nursing 
profession in this country are debarred 
from taking an active part in shaping the 
training of future nurses, unless they are 
fortunate enough to be appointed by the 
Minister of Health, Minister of Education 
or Privy Council. Is it not time that the 
Nurses Act of 1957 was amended to over- 
come this strange anomaly ? 

M. E. MELVILLE. 
Bristol. 


PRIVATE NURSES 


Mapam.—In her letter to the Nursing 
Times, P.H. of London raises the topic of 
private nurses’ fees. 

While sympathizing with P.H. I think 
it should be emphasized that private nurses 
are a luxury! 

Having worked with two agencies as a 
private nurse, I found that the demand for 
nurses usually exceeds the supply— 
especially during the winter months. How- 
ever, private nursing has its disadvantages. 

ing the days or weeks when there is 
no work available, or in the case of sick- 
ness, the private nurse must live on her 
savings. And when she wishes to take a 
holiday she will not be paid until she 
resumes work. 

The private nurse must be prepared to 
travel all over the country; to change from 
day to night duty at a few hours’ notice; 
to have hours of travelling time on top of 
her day’s work, and to give up most of her 
social life, as off duty can rarely be assured 
for a particular day. 

P.H. asks why she should pay travelling 
expenses for the nurse she engaged. The 
answer is that nurses would refuse to work 
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outside their own locality if they had, 
pay fares, which sometimes amount » 
£21 Os. a week. Other expenses, such » 
laundry and National Insurance, are the. 
paid by any 

A fee 2-3 gns. for performing 
offices is not unusual in my ex " 
although the reason for this charge is ny 
very clear. 

Finally, a doctor’s fee of 1-2 gns. foe, 
brief visit is rarely queried by patiens, 
relatives. And had P.H. made inquitie 
at any private nursing home, she wou} 
have found that the basic charge of 15.9% 
gns. a week is quite normal, although th 
standard of nursing care may be appalling 

One often hears complaints aboy 
National Health Service hospitals, but @ 
the whole they compare most fa 
with the best private institutions. 

S.R.N, 
Surrey. 


HOSPITAL BEDS 


Mapam.—Patients 6 ft. tall or mor 
need a bed longer than the standan 
length of 6 ft. A few inches’ clearance a 
each end is desirable. A patient should not 
touch either the head or foot of the bed. 

Having come across instances of pe 
tients, including myself, being kept in bed 
too short for them in various hospitals ip 
more than one county, I raised this 
matter at a hospital meeting, to be told by 
the supply officer that there are plenty d 
longer beds, or beds with extensions, avail 
able for the asking, at the rate of about 
10 per cent. of hospital beds. 

Consequently there appears to be m 
legitimate reason for keeping a patient in 
a bed that is too short for him. 

On no account should it be left to 
patient to have to ask for a longer bed 
The patient may be ignorant that longer 
beds are available, or be too shy or ill w 
ask for one. The health and comfort ofa 
patient is more important than the straight 
alignment of beds and turned-down sheets 

A short bed causes bad nights, delayed 
recovery and so, delayed admission d 
some other patient on a long waiting list 
Is that good nursing? Is it good admins 


tration ? 

R. A. Scotrr (Major, retd) 
Pulborough. 
Mentally Handicapped Children 


‘The Education and Training of Mer 
tally Handicapped Children’, a one-day 
conference at the University of Reading 
on Saturday, March 19, will be opened by 
Sir John Wolfenden, vice-chancellor of the 
university. 

This conference has been arranged by 
the Berkshire Association for Mentally 
Handicapped Children as a contribution 
to World Mental Health Year, and © 
mark the first year of the Mental Health 
Act. 

The programme is printed by patient 
at Fair Mile Hospital. The closing date for 
registration forms (obtainable from Dr. M. 
Brook, Kelstern, Lower Village 
Sunninghill, Ascot, Berks.) is February 2. 
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Now there’s Disprin for him, too 
DISPRIN JUNIOR 


Strongly recommended for children because... 


it’s so easy to take. Disprin Junior (in convenient 
1}-grain tablets) dissolves immediately in water. Children 
take it readily in a little water, to which fruit juice, or 
anything similar the child likes, can be added. 


Far less danger of stomach upset. With 
ordinary aspirin there is always the danger of acid 
particles irritating the stomach. Because Disprin Junior 
dissolves immediately, there are no acid particles left 
over to upset a child’s stomach. 


Acts immediately. Disprin Junior finds its way into 
the bloodstream faster than any solid, undissolved pain- 
reliever can. Disprin Junior acts at once. 


Packed for safety. Each tablet is hygienically 
wrapped in airtight foil. This makes it almost impossible 
for infants to remove and swallow a tablet without 
supervision. 


DISPRIN uunior 
the right way 
to relteve a child’s pain 


At all chemists, 16 tablets, price 84d., 
48 tablets, 1/9d., including purchase tax 


RECKITT & SONS LTD., 
PHARMACEUTICAL DEPARTMENT, HULL 


Happy 
‘the baby 
whose 
mother. wears 


CAMP! 


Happy will be the 
MOTHER who wears the 
comfortable supporting 
CAMP maternity belts 
and nursing brassieres. 
Information from 

S. H. CAMP 

& COMPANY LTD., 

19, Hanover Square, 
London, W.1. 


—for extra support 
FWS 1570 


Special Concession 
to 
Medical & Nursing Professions 


ROBERT FIELDING has 
pleasure in offering his 
complete Salon facilities 
for Permanent Waving, 
Cutting, Shampooing, 
Setting, Manicure, 
Beauty Treatments, etc., 
at 334% below list price. 
Don’t forget to mention, 
when making your 
appointment, that you 
are entitled to this con- 


cession. Late evenings: 
Thursday and Friday. 
* 


215 Regent Street, London W.1 


(Opposite Liberty’ s) 
For appointments: Telephone REGent 3381/2 
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Midwife Retires 


Mrs. H. M. Ferman, 
H.V.CERT., retired from the public health 
service at Corsham, Wiltshire, recently. 
Mrs. Ferman was presented with an 
electric washing machine and a cheque 
by her health visitor colleagues, and the 
clinic staff gave her a gift token and a 
bouquet. Before working in Corsham for 
over 14 years, Mrs. Ferman was a county 
council midwife in Devizes and an emer- 
gency midwife for the county. Mrs. Ferman 
has often contributed to the Nursing Times. 


End-product of Research 
“Research in nursing is only a part of 
the research concerning the hospital insti- 
tution as a whole”, states an article in 
Sairaanhoitajalehti, the official o of the 
National League of Nurses of Finland. 
“Its aim is the further development of 
nursing and nurses’ education and conse- 
quently better care of the patients.” In 
Finland, apparently, it is the public health 
nurses who are in the van of research, and 
the Finnish Public Health Nurses’ Associa- 
tion was the first organization there to 
apply scientific methods to nursing re- 


The Future of Midwifery 


“There is a good deal to be said for a 
woman having her baby at home”, Dr. 
A. Beauchamp, chairman of Birmingham 
executive council, told a meeting of the 
Royal Society of Health. “She is in fam- 
iliar surroundings, has a midwife whom 
she knows and trusts, and a doctor whose 


‘FEEDING THE ONE TO FIVES’—the importance of small tables 
and chairs is shown by this picture of a group of three-year-olds at a day 
nursery. 


competence is recognized. In addition to 
this, the new baby is at once a part of the 
family and belongs to the mother from 
the moment of birth and not just during 
licensed hours when ‘the bar is open’. . . 
In spite of the apparent risk of infection 
in the home, it rarely occurs; on the other 
hand, mother and baby are saved from 
the ravages of the hospital staphylococcus. 

“There can be little doubt that most of 
the problems of domiciliary midwifery 
could be solved by regarding the obstetric 
service, both domiciliary and hospital, as 
one entity in which everyone is a member 
of the same team.” 


International Union of Health 
Education of the Public 


Miss Susan King-Hall, who has been 
editor of the International Nursing Review, 
has just resigned on being appointed 
executive secretary of the International 
Union of Health Education of the Public 
in Geneva. Miss King-Hall will take up 
her new position on May 1. We wish her 
good fortune in her new international 


post. 


‘Feeding the One to Fives’ 


A revised edition of the popular booklet 
Feeding the One to Fives has been published 
by the Ministry of Health, and is now 
available from H.M. Stationery Office, 
price ls. It is designed to help those in 
charge of groups of young children, for 
example in nurseries, to plan and prepare 
balanced, attractive and varied meals: 
thus recipes in it are based on ingredients 


under-fives, and 
their emotional, as 
well as their physi- 
cal, needs for build- 
ing good health and 
good habits. 


Boarding-out 
Elderly People 
One of the major 
problems facing 
organizations con- 
cerned with the wel- 
fare of elderly people 
is the shortage of 
suitable accommo- 
dation for those who 
are homeless. In 
some places board- 
ing-out schemes are 
helping to relieve 
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homes, and the National Old 
Welfare Council has now published , 
booklet® on these schemes. Different geo, 
tions deal in a practical manner with 
as the Elderly 
e Elderly Person’, ‘Intro. 
ducing the Hostess and Boarder’, wired 
up’, and ‘Financial Aid for inistrat 

Scheme’. Details of actual boarding-ou 
schemes run by voluntary organizations 
and local authorities are given in ap 
appendix. 

* Boardi Schemes for Elderly People 
a Old People’s Welfare Council, 
s. 6d. 


People’ 


‘A Show of Hands’ 


The film A Show of Hands is described a 
a dramatized story—a story dealing with 
a clash of personalities, and questions 
raised and answered when an antibac. 
terial skin cleanser is introduced into a 
hospital. Instead of scrubbing up with 
soap, the theatre staff has to wash with the 
skin cleanser, so it is all rather much ado 
about nothing. However, like many new 


i 


From ‘A Show of Hands’—the matron. 


ideas, this one is strenuously resisted. If 
shown to nurses the film will certainly 
stimulate discussion—and not the least 
talked about will be the nurses’ headgear, 
which is quite remarkable. 

The film is available from Mr. Green, 
Bayer Products Ltd., Kingston-on- Thames, 
16 mm. colour/sound, running time 24 
minutes. 


Deafness Checks in Young Children 

Young children may be deaf without 
showing any obvious signs, states a circular 
issued by the Department of Health for 
Scotland on January 14. It recommends 
that health visitors should include a test 
in routine check-ups, to be given if poe 
sible from about the age of nine months. 

The circular stresses the importance 
finding and treating cases of severe deal 
ness at an early age, since if the childs 
deaf for any length of time there is les 
chance that the treatment will be succes 
ful, even if the original cause of deafnes 
is removed. 
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Health tion, c/o Ro al College of Nursing, 
44, Heriot Row, inburgh 3. Reti 
members eligible for re-election if nomina 
are: 
Miss E. W. Himsworth, coun 
intendent, Midlothian and Peebles. 
Miss M. I. Rattray, health visitor, Edin 
Miss R. Thomson, superintendent th 
visitor, Kirkcaldy. 


Ward and Departmental Sisters 
Section Scottish Regional Committee 
Nominations 

Nomination forms are now available from 
the hon. secretary, Miss G. K. Reid, Ward 17, 
Edinburgh Royal Infirmary. Forms must be 
returned on or before Saturday, February 27. 
to the Returning Officer, Ward and 
mental Sisters c/o Royal Col 


Infirmary. 
Miss Marion Bruce, theatre superintendent, 
Aberdeen Royal Infirmary. 


OCCUPATIONAL HEALTH 

SECTION 

North Western and South Western 
itan. ICI, Millbank (main en- 

trance, ask for the cinema), gy ll, 

—_ Films, preceded by coffee. Open 


BRANCHES 

Tue F 2, 6.30 
e . .m. 


Glasgow. Nurses Club, 203, Bath Street, 
Glasgow, C.2, Tuesday, February 16, 7.30 
p.m. Special meeting to consider report ‘of the 
Constitution Standing Commi 


VISITS TO BRANCHES 


Mrs. J. C. Kilmister, Branches yew 
looks forward to meeting members when 
she visits the following Branches. 


Shrewsbury. poy February |, 
6 p.m. Royal Salop Infirmary. 

Wolverhampton. Tuesday, February 2, 
6 p.m. The Royal H penieal 

— Bromsgrove General Hos- 


Royal College of Nursing 


EARLIER NOTICES PLEASE 


From our issue of February 19, all notices, reports and other items for publication 

this must be received by first post on Friday—one week before the 

publication. Thus, copy for the Nursing Times of February 19 must be received 
Friday, February 12. 


Branch and Section secretaries please note 


Hull. Recreation Hall, Royal Infirmary, 
Saturday, February 13, 2.30 p.m. AGM. 
Social Aspect of Visit to Canada, Miss Ellers, 
principal tutor, Scunthorpe Hospital. 

Manchester. Nurses Residence (Royal 
York Place, Thursday, February 

iss K. A. Raven, chief nursing 
Hicer, Ministry of Health, will speak on her 
aan visit to America. 

Norwich. Norfolk and Norwich Hospital, 
Saturday, February 6, 2.30 p.m. Annual 
general meeting. 


Redhill, ggg District. East 


?p- 
A. C. Wood-Smith. All trained nursing staff 
welcome. 

South Western M tan. St. 
George’s Hospital School of Nursing, 7, 


10, 6.30 pam S.W.1, Wednesday, February 
30 p.m. AGM 


Coiizcs or Nuraino 
Lonpon: 
Henrietta Place, Cavendish Sq., W.1 
Epoesuron: 44, Heriot Row 


COLLEGE APPEAL 
Sor the Nation’s Fund for Nurses 

A hospital, a Branch, a group of private 
nurses and two individual donors are included 
in the list below. Surely this represents the 
generosity of a great many nurses who recog- 
nize the needs of their fellow nurses. Does the 
group to which you belong help in this way? 

f not, we can send you some leaflets telling 
you about the work if you will write to us. 


Contributions for week ending January 22 
Royal National Hospital for Rheumatic Dis- ohe 


d. 

eases, Bath. From chapel collections .. 8 8 O 

Royal College of Nursing money-box in hall... of 
Mrs. Coward’s Trained Nurses’ Co-operative 

Institute ... ees 39 11 O 

Miss G. Brameld on Oe 

Nottingham Branch 160 @ 

Total £61 15s. 6d. 
E. F. 


Secretary, Royal College of Nursing Appeal 
Nation's Pund for Nurses, 18, Hearitta Place, 
Square, London, W.1 
Members’ Special Gift Fund 
We acknowledge with many thanks 
from Miss Potter, Miss Farr and Miss 


: 6, College Gardens chant. 
E. F. Incre, Organizer. 
APPOINTMENTS 
Nelson Hospital, Merton at 
, Farnboroug t. Charles’ 

pr reee- Hospitals. She was ward sister at the South 
at Guy’s Hos- Western Hospital and relief ward sister 
pital and took and night sister at the Royal Free Hospital. 
midwifer 
training at a St. Margaret’s Hospital Group, 
Maternity Epping 
Nursi Asso- Miss M. D. Hicors, 5.R.N., 
siation, Myd- $.C.M., §&.T.D., D.N.(LOND.), until lately 
delton Square, matron of St. Margaret’s Hospital, has 
London, holds now been appointed principal matron: 
the housekeep- the group also includes Honey Lane 
ing certificate Hospital, Waltham on and the new 
of Charing hospital at Harlow. Miss Higgins is a 
Cross Hospital, trainee of St. Mary’s Hospital, W.2, and 
and the Certifi- of the East End Maternity Hospital ; she 
cate in Hospital took the Diploma in Nursing at the Royal 


Administration from the Battersea 
College of Technology. Miss Borg is at 

t assistant matron at Joyce Green 
Hospital, Dartford, and has held home 


College Nursing. She served in 
QAIMNS(R) as sister, assistant matron 
and principal matron and later held sister 
tutor’s posts at Guy’s Hospital, Taunton 
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Regional Committee Nominations of 
‘wpe Nomination forms are now available from by 
—_ the hon. secretary, Miss E. W. Himsworth, 

10, Drumsheugh Gardens, Edinburgh. Forms 
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Retiring members who are cligible for re- 

election if nominated are: 

Miss Mary Allen, ward sister, Aberdeen Royal 
If 


